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FOREWORD 


HE QUARTERLY REVIEW OF SURGERY provides a systematic plan, organized 


It is believed that this plan will assist the reader to locate quickly the articles 
of current interest and will prove most helpful in making readily available the 


for the purpose of making available a concise and authoritative presenta- 
tion of the current progress, trends, and attitudes in all branches of surgery. 
Compiled from every dependable source, this plan covers all state, national, and 
special journals as well as the bulletins, reports, etc., of the clinics and hospitals. 
Presented briefly but without sacrificing any essential detail, these highly 
significant data are further enhanced by comments of the members of the Edi- 
torial Board, based upon and summarizing their own clinical experiences as 
well as those of other recognized authorities. All data are classified and pub- 
lished under the following headings: 


Anesthesia and Analgesia 19. Lung 38. Genitourinary Surgery 
Pre- and Postoperative = — 39. Gynecologic Surgery 
Therapy - eceteian 40. Vascular Surgery 
. Surgical Technic Pes og 11. Arteries 
. Surgical Infections 23. Breast 12. Veins 
. Tumors 24. Diaphragm 43. Orthopedic Surgery 
. Neurosurgery 25. Abdominal Surgery 44. Fractures 
7. Skull ’ 26. Abdominal Wall 45. Dislocations 
8. Brain 27. Hernia 46. Bones 
9. Spine and Spinal Cord 28. Peritoneum 47. Joints 
10. Peripheral Nerves 29. Stomach and Duode- 48. Tendons 
11. Sympathetic Nervous num oe 49. Amputations 
System 30. Small Intestines 50. Traumatic Surgery 
Head and Neck 31. Appendix 51. Burns 
32. Colon and Rectum 52. Shock 
rec pl 7 henainat Obstruction BR Weneidincions 
: : : ve. Aaue 54. Wounds 
Thyroid and Parathyroid 35. Liver and Biliary 5 Mileecy Sener 
Thoracic Surgery Tract regs re gery 
17. Chest Wall 36. Pancreas 56. Experimental Surgery 
18. Pleura 37. Spleen 57. Miscellaneous 


references necessary in the compilation of bibliographies on surgical subjects. 
Under each classification, immediately following the abstracts, there will be pub- 
lished references to current articles not abstracted. 


The suggestions and comments of our readers will be gratefully received. 


Henry N. Harkins, M.D., Department of Surgery 
Johns Hopkins Hospital, Baltimore, Maryland 
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314 Randolph Place, N. E. Washington 2, D. C. 
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1. Anesthesia and Analgesia 


PENTOTHAL SODIUM INTRAVENOUS ANESTHESIA IN 
PEACE AND WAR (The First Ten Years of Pentothal Sodium 
Intravenous Anesthesia, June 1934 to June 1944) 

R. CHARLES ADAMS 
Rochester, Minn. 

].A.M.A., 126:282-87, Sept. 30, 1944 


HE history of the evolution of anesthetic agents encounters various 
. a from members of the medical profession to the introduc- 

tion of new methods of anesthesia—attitudes which have not always 
worked to the best interest of the new method or agent. In the case of 
intravenous anesthesia, the scepticism was not entirely without justifi- 
cation. For fifty years various anesthetic agents had been introduced 
for intravenous administration with only a few of them producing safe 
anesthesia. “Therefore, when pentothal sodium .was introduced it is 
understandable that many surgeons and anesthetists looked askance at 
the drug. 

Pentothal sodium was introduced by Lundy in June, 1934, and time 
has served to demonstrate its worth. It now stands on its own merits 
as an established method although there are still many things that one 
should like to know about its pharmacologic action. ‘The most im- 
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portant of these are its site of detoxication in various persons and 
whether it is detoxicated by the liver like its oxygen analogue, pento- 
barbital sodium. 

We are now convinced that pentothal sodium does not appreciably 
interfere with the function of the normal or damaged liver or kidneys 
and that it does not greatly affect the metabolic processes of the body 
in general, provided it is administered with due regard to the patient’s 
physical state. 

Considerable diversity of opinion exists as to the types of surgical 
cases for which the drug is best suited: some believe it can be used for 
any class of surgical operation, while others claim certain limitations 
must be recognized unless it is used as an adjunct to some other method 
of anesthesia, particularly for major surgery. Despite the diversity of 
opinion, one may lay down a few general statements regarding the 
changes made during the past ten years of its use in civilian surgical 
practice. 

As physicians become familiar with the action of pentothal sodium 
in patients with varying physical states and for different types of opera- 
tions, many previously debatable points were clarified. It was found 
that pentothal sodium solutions could be safely used 48 hours after 
being made. ‘The author now uses a 2.5 per cent solution instead of 
the original 10 per cent with increased margin of safety. 

Debilitated and toxemic patients have a lowered tolerance to pen- 
tothal sodium and take comparatively small doses to produce surgical 
anesthesia. Additional observation revealed that it is not a satisfactory 
method of anesthesia for most abdominal operations or for operations 
in regions where reflexes are hyperactive, as those of the nose, throat, 
larynx, and anal region. 

As a result of these findings, the value of intravenous anesthesia in 
combination with other methods began to become apparent. One of 
the most important advances was the administration of oxygen during 
the intravenous anesthesia; this served to decrease respiratory depres- 
sion, prevent anoxemia and favored better muscular relaxation, with 
smaller doses of the drug used than ordinarily employed. 

The next step forward was the administration of 50 per cent nitrous 
oxide with the oxygen or, if necessary, as high as 70 per cent nitrous 
oxide. ‘This serves to reduce further the amount of pentothal sodium 
needed and increases the degree of anesthesia and relaxation. ‘This is 
now the routine at the Mayo Clinic during pentothal sodium 
anesthesia. 

Combinations of other methods with intravenous anesthesia have 
been increasing of recent years, especially with local or regional anes- 
thesia. Among the purposes for which intravenous anesthesia may be 
combined with local or regional anesthesia are: (1) to render local in- 
filtration and block anesthesia painless—such as during a block for 
bunionectomy; (2) during the course of an operation under local anes- 
thesia if the patient is nervous; (3) to supplement local anesthesia that 
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is wearing off or inadequate; (4) combined with block of the abdomi- 
nal wall or intercostal block for abdominal operations in certain cases. 


These combinations result in adequate abdominal relaxation without 


having recourse to large and depressing doses of pentothal sodium. 

Intravenous anesthesia is unsatisfactory with spinal anesthesia for 
nervous patients who prefer to be asleep. In this category, a small dose 
will control nausea and prevent straining during the course of spinal 
anesthesia or supplement spinal anesthesia that is wearing off. 

The use of intravenous anesthesia as an induction to an inhalation 
or an ether anesthetic and its combination with topical anesthesia for 
certain operations about the throat, larynx, and upper respiratory tract 
provides another combination. For certain operations about the head 
and neck its combination with nitrous oxide and oxygen administered 
intratracheally has been highly useful. 

As a result, the frequency of intravenous anesthesia has been in- 
creased in civilian surgical practice and may now be used safely for 
many operations in which it was formerly contraindicated. 

Among the contraindications to pentothal sodium anesthesia are 
(1) its use for young children; (2) patients with degenerative disease 
of the myocardium, particularly if dyspnea is present; (3) its use for 
operations where the integrity of the airway cannot be assured as for 
other operations. 

Among the precautions to be observed are: (1) a patient in shock is 
more intolerant to pentothal sodium and requires a lesser dose to pro- 
duce anesthesia than the one without shock; (2) shock should be con- 
trolled before anesthesia is begun; (3) previous administration of mor- 
phine should be known as to time of administration and size of dose 
so that a cumulation of 2 depressants be not superimposed; (4) airways 
and oxygen equipment are as essential to intravenous anesthesia as to 
inhalation anesthesia. 

‘The types of operations in which intravenous anesthesia has found 
favor are orthopedic, skin grafting, operations on the eye, and for most 
operations not involving the cranial, thoracic, or abdominal cavity and 
the upper respiratory passages. ‘The fireproof qualities of pentothal 
sodium are a decided asset on the war front, on battleships, and during 
bombings. ‘Thus, it must appear that we possess a drug of undisputed 
usefulness which marks a very significant advance in anesthesiology. 
1 table. 
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V. Garcia Olivera. Analecta med., Mexico, 4: no. 3:25-30, 1943. 

Anesthesia Department Report of the Harper Hospital, with Pertinent Com 
ments. W. B. Nixdorf. Harper Hosp. Bull., 2:25-29, April 1944. 

Spinal Anaesthesia in the Treatment of Hirschprung’s Disease, with Reports ot 
Twelve Cases. Margaret Hawksley, Hospital for Sick Children, London, Eng 
Brit. J. Surg., 31:245-52, Jan. 1944. (Reports of cases with discussion of the 
technique of high spinal anesthesia employed and of the results obtained: 
only one patient failed to show improvement; 6 are entirely relieved ot 
symptoms.) 

Technic of Ethyl Chloride Narcosis (Om ‘Teknikken ved Chloraethylrus). C 
Skovmand. Ugeskr. for Laeger, 105:843, Aug. 19, 1943. 

Pentothal Sodium Anaesthesia. I. Rachmel, Charlottetown, P.E.I., Canada 
Canad. M.A.]J., 50:443-45, May 1944. (At Prince Edward Island Hospital! 
intravenous pentothal sodium ‘anesthesia has been used with satisfactory re 
sults in an increasing number of operations—2 per cent in 1939 up to 40 per 
cent in first six months of 1943. In most cases the 5 per cent solution is em- 
ployed; the technic of administration is described.) 

Dental anaesthesia and analgesia. S. F. Durrans. Mouth Mirror, Lond., 
20:222-26, June 1943-44. 

Spinal Anesthesia with Crystalline Pontocaine. W. Garth. Anesth. & Analg... 

23:125-28, May 1944. 
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Improving the Efficiency of an Anesthetic Department. N. E. Lenahan. Anesth. 
& Analg., 23:129-31, May 1944. 

Anesthesia in War Surgery. P. Ayres Netto. Anesth. & Analg., 23:54, 95, May 
1944, 


Clinical Experience with Pentothal Sodium Anesthesia. J. D. Holly. Anesth. 
& Analg., 23:107-14, May 1944. 


2. Pre- and Postoperative Therapy 


ACUTE STARVATION FOLLOWING OPERATION OR IN- 
JURY WITH SPECIAL REFERENCE TO CALORIC AND 
PROTEIN NEEDS 
ROBERT ELMAN 
St. Louis, Mo. 

Ann. Surg., 120:350-61, Sept. 1944 


Lusk has defined starvation as the “deprivation of an organism of 
any or all of the elements necessary to its nutrition,” with the nutri- 
tional elements consisting of water, salt, protein, fat, carbohydrate and 
vitamins. @f most significance is that water and electrolyte balance 
is greatly disturbed by protein deficiencies due, in part at least, to a 
lowering in the concentration of plasma protein. 

In actual surgical practice, measures nearly always are taken to pre- 
vent water and electrolyte starvation, which may be easily accom- 
plished by the simple injection of physiologic saline solution. Vita- 
mins now are given adequately even if the patient is unable to take 
any by mouth. Deprivation of protein and caloric needs, wholly or 
partially, is generally viewed with complacency or considered inevit- 
able. Even the wastage of body tissue, particularly tissue and plasma 
protein, is not without untoward effects which begin almost at once 
after protein is removed from the diet. Thus it becomes important 
to study the causes and the effects, as well as the means, for the pre- 
vention and cure of starvation. 

When a healthy, well-nourished individual sustains a serious injury 
or undergoes a severe operation, starvation nearly always ensues. ‘The 
causes of this starvation are based upon the deprivation of one or more 
of the nutritional elements with still another factor which increases 
the need for one of them. As a result of injury, a large breakdown of 
protein tissue results—the “toxic destruction of protein’’ which leads 
to protein depletion, even with the intake of a normal, well-balanced 
diet. Similar in its effect is the abnormal loss of protein in discharges 
or exudates of one type or another, as in peritonitis, burns, empyema, 
damaged tissue or from large open wounds. 

Starvation in other patients is due to partial or complete loss of 
appetite—a frequent manifestation after injury or operation, aggra- 
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vated by oversedation, particularly the frequent use of morphine. Ordi- 
narily, anorexia ends quickly and the patient soon begins to eat; how- 
ever, in many Cases, anorexia persists and becomes a manifestation of 
starvation itself. “Thus a vicious cycle is established by which the very 
effect of starvation becomes a further cause. 

Deprivation of protein is serious because it leads to early loss of 
tissue and plasma protein; deprivation of calories is less serious since it 
leads primarily to loss of nonessential fatty tissue. ‘The effects of starva- 
tion after operation or injury are due largely to protein deprivation 
and include a variety of clinical manifestations. Hypoproteinemia is 
common after operation or injury though often masked by dehydra- 
tion or hyperglobulinemia. 

Starvation may be avoided to a considerable extent by recognizing 
anorexia as a therapeutic challenge rather than an inevitable symptom. 
Evidence is presented indicating that much of the caloric need may 
safely be sacrificed provided enough protein be furnished. In patients 
unable to take a full diet by mouth or receiving parenteral alimenta- 
tion, such a restriction may prove of much practical value. Because 
the prevention of starvation is easier than its cure, adequate nutrition 
should begin immediately after injury or an operation. 24 references. 
2 charts. | table. 


THE PREVENTION AND MANAGEMENT OF POSTOPERA- 
TIVE PULMONARY COMPLICATIONS. REPORT OF 
FIVE CASES 
URBAN H. Eversoir 
Surg. Clin. North America (Lahey Clinic No.), 24:515-33, June 1944 


‘The conditions discussed in this paper are limited to those known 
under such names as postoperative pneumonia, postanesthetic pneu- 
monia, pneumonitis and atelectasis. Following a discussion of the 
pathogenesis of these conditions, predisposing factors and pathology, 
the author presents a diagram showing the probable steps in the devel- 
opment of bronchial or bronchiolar obstruction leading to atelec- 
tasis. Almost any pulmonary difficulty within the first three days fol- 
lowing operation may almost a priori be considered to be atelectasis. 
The signs and symptoms are described. Diagnosis is usually easy. 
Prophylactically, an attempt should be made to clear as much secretion 
out of the pharynx and trachea prior to operation as is possible. Anes- 
thetic agents resulting in long periods of postoperative depression 
should be avoided, adequate pulmonary exchange should be main- 
tained while the patient is in the operating room and the airway should 
be kept open and unobstructed at all times. During anesthesia the 
pharynx and trachea must be kept free from secretions and aspiration 
from these areas is indicated immediately prior to return of the patient 
to his room. Restricting binders should not be used, and postoperative 
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Fic 1. Diagram showing probable course of events in the development of bronchial 
or bronchiolar obstruction with subsequent atelectasis. 


narcotics must be used with caution to avoid interference with respira- 
tory activity and elevation of the threshold of the cough reflex. Care- 
ful observation of the patient is needed during the postoperative period 
to prevent aspiration of secretions or vomitus into the trachea. Later 
the patient should be turned frequently in bed and urged to cough. 
Nurses should be instructed how to hold the patient’s abdomen to 
lessen the pain of coughing. 

If respiratory difficulty develops in spite of these measures, aspira- 
tion should be undertaken. A urethral catheter (size 20 to 22) can be 
dropped directly into the trachea through the nose or mouth, or guided 
with curved forceps or a Kelly clamp through a laryngoscope. To 
lessen discomfort the throat may be sprayed with a 10 per cent solu- 
tion of cocaine, but not too much cocaine should be permitted to reach 
the trachea as the spasm initiated by the catheter in the trachea is 
beneficial. ‘This catheter may suffice to relieve a lobar or even a 
massive atelectasis. In case of definite collapse of one or more lobes 
of the lung, aspiration should be carried through a bronchoscope. A 
strong binder applied tightly while the procedure is being carried out 
will minimize the danger of wound rupture. Five cases are described 
in detail representing instances of massive collapse, lobar collapse, and 
lobular atelectasis. In the one fatal case, the author felt that there had 
probably been a gradual progression from an early lobular atelectasis 
to a lobar and finally to a massive atelectasis. It was believed that death 
might have been prevented in this case had it been recognized that the 
progression of symptoms was due to an enlargement of a mucous plug 
as revealed at autopsy rather than the enlargement of an embolus in 
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Fic 2. Diagram showing method of removing endotracheal tube. A suction catheter protrudes 
about | inch from its end. This serves to remove the last bit of secretion which may have 
accumulated during the course of the anesthesia. 


the pulmonary artery. With greater diligence in elimination of pre- 
disposing factors and more prompt and vigorous methods of treatment 
much postoperative pulmonary morbidity can be avoided or can be 
limited to postoperative atelectasis and the condition reversed before a 
true pneumonia develops. 13 references. 19 figures. 
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Fic. 3. Diagram showing method of guiding aspirating catheter into the trachea 
under direct vision. 


Illustrations courtesy of W. B. Saunders Company 


[The use of continuous spinal anesthesia has been of great help in regulat- 
ing the dosage and has shown a lowered pulmonary morbidity in comparison 
with the normal full dose method.—Epb. | 


THE INCIDENCE AND PREVENTION OF POSTOPERATIVE 
PULMONARY COMPLICATIONS AMONG PATIENTS 
SUFFERING FROM ASTHMA 


L. E. PricKMAN AND P. D. GELBACH 
Rochester, Minn. 
Proc. Staff Meet. Mayo Clin., 19:384-88, July 26, 1944 


Important and necessary as coughing is as a protective procedure, 
it is hazardous during and after surgical operations. The cause of the 
cough must be removed. Efforts directed merely to suppress cough 
are not of value. If the cough is due to allergy the patient can easily 
be removed to a reasonably dust-free room. ‘The room should be kept 
pollen-free during the entire pre- and postoperative period. If under- 
lying bronchitis is the cause of cough it must be permitted to subside 
before proceeding to anesthesia and surgery. A most careful exam- 
ination of patients with asthmatic bronchitis is necessary to determine 
the role of nasal and sinus infections. X-ray examinations of the chest 
and sputum examinations are important. In some cases operation must 
be postponed until a warmer, more favorable season. Operations on 
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the upper abdomen carry a greater risk of postoperative pulmonary 
complications than operations on the lower abdomen. For this reason 
careful study must be made of patients who are in need of operation 
on the biliary tract and stomach. If pulmonary complications develo 
after operation they should be recognized and treated early. Inhala- 
tion of oxygen or oxygen and helium, hourly inhalations of carbon 
dioxide to promote full inflation of the lungs and to combat atelec- 
tasis, and moving of the patient from one side to the other at intervals 
of two hours, are important precautions totake. Frequent sub- 
cutaneous use of small quantities of epinephrine supplemented by 
aminophylline, administered intravenously or per rectum, will usually 
control paroxysms of asthma. lodides may be administered per rectum 
until the patient is eating and then orally for their expectorant effect. 
Bronchoscopy may occasionally be indicated for postoperative atelec- 
tasis when other measures fail. Chemotherapy is.of proved value in 
pulmonary infections of the postoperative period and in some instances 
should be administered a few days before operation. The incidence of 
pulmonary complications in a series of 331 asthmatic patients subjected 
to various surgical procedures was 14.2 per cent. ‘There is a high in- 
cidence of such complications following operations on the upper ab- 
domen and after renal operations. The mortality rate in the present 
series was 1.8 per cent. Adequate preoperative and postoperative 
precautions reduce the risk of operation in asthmatic patients. Of the 
present series 85.8 per cent of patients underwent major operations 
without development of significant pulmonary complications. 98.2 
per cent survived the procedures required. ‘These good results are due 
also in part to the proper selection and rejection of patients suffering 
from asthma who have been referred for surgical treatment. “The most 
common pulmonary complications encountered in this series were 
pneumonia, severe asthma, bronchitis and atelectasis. 1 table. 2 
references. 

[It is surprising to see how well asthmatic patients take an anesthetic. A 
very valuable routine treatment is suggested.—Eb. | 


A NEW PRACTICAL METHOD FOR SUBCUTANEOUS 
ADMINISTRATION OF HEPARIN. PRELIMINARY 
REPORT 
Leo LOEWE AND PHILIP ROSENBLATT 


From the Department of Medicine and the Department of Laboratories, Jewish Hospital 
Am. J. M. Sc., 208:54-63, July 1944 


The authors describe the preparation of the Pitkin menstruum as 
a vehicle for the subcutaneous injection of heparin. This menstruum 
was developed to regulate the release rate of water-soluble drugs in- 
jected intramuscularly or subcutaneously. ‘The ingredients are: gela- 
tin, 15 to 30 per cent; dextrose, 5 to 12 per cent; acetic acid, 1. to 1.5 
per cent; distilled water, q.s., to 100 per cent. ‘The viscosity of the men- 
struum determines the rate of liberation of the drug; the greater the 
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viscosity, the slower the liberation. In the preparations containing 
heparin the optimum percentages of gelatin and dextrose were 18 per 
cent and 8 per cent respectively. Ampules containing varying propor- 
tions of heparin and Pitkin menstruum, with or without vasoconstrictor 
elements, were prepared. ‘The contents of the ampules were liquefied 
at 110° F., drawn up through a 24-inch, 19-gauge needle into a pre- 
viously warmed sterile 5-cc. or 10-cc. syringe and immediately injected 
subcutaneously, preferably in the anterior or lateral aspect of the thigh. 
Intragluteal injections were also done in a limited number of cases. 
Some pain and discomfort was complained of at the site of inoculation 
especially if larger amounts of menstruum (3 to 4 cc.) were used. This 
did not prove a deterrent to further treatment, and symptoms promptly 
subsided on cessation of treatment. ‘The original formula contained 
100 mg. of heparin and is designated as LP but was later revised to 
overcome certain shortcomings. It was found possible by combining 
the various formulae to initiate heparinization with liberal doses of the 
drug and then to maintain the adequate heparinization with smaller 
doses or by spacing the injections. In this way satisfactory results have 
been obtained over protracted periods (five weeks) with but 2,300 mg. 
of heparin, in comparison with a requirement of at least 10,500 mg. of 
commercial heparin even if one could administer it by continuous 
venoclysis. It appeared that heparin requirements paralleled body 
weight. ‘Two cases are described in detail, the first a case of thrombo- 
phlebitis of the veins of the pelvis and lower extremities, and the sec- 
ond a case of phlebothrombosis following operation. Successful results 
were obtained in 15 cases of thrombophlebitis and phlebothrombosis. 
24 references. 5 charts. 1 figure. 

[This procedure, if it proves satisfactory from a therapeutic standpoint, 
would certainly be a great advance in an economic way.—ED. | 


DEEP QUIET VENOUS THROMBOSIS IN THE LOWER LIMB; 
PREFERRED LEVELS FOR INTERRUPTION OF VEINS; ILIAC 
SECTOR OR LIGATION 


JoHN HOoMANs 
Boston, Mass. 


Surg., Gynec. and Obst., 79:70-82, July 1944 


Thrombosis of quiet type (phlebothrombosis) beginning in the 
deep veins below the knee may develop into a thrombophlebitis and 
cause the typical symptoms of phlegmasis alba dolens. It may remain 
confined to the veins of the lower leg and eventually heal; how often 
this occurs is impossible to determine. Or the initial thrombosis may - 

“propagate” into the femoral vein and form “‘a soft floating mass,’ 
capable of causing pulmonary embolism “‘on a large or small scale.” In 
some cases this form of thrombosis may “propagate” from the femoral 
vein into the external iliac vein, and especially on the left side, into the 
common iliac vein; occasionally even into the vena cava. 
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In case of the development of thrombophlebitis of the “fully ob- 
structive” type, the only procedure indicated is lumbar sympathetic 
block to “release the associated vasoconstriction.” In the cases in 
which the thrombosis has propagated into the femoral vein without be- 
coming obstructive or adherent (an early stage of quiet, deep venous 
thrombosis), interruption of the femoral vein is indicated. The local 
symptoms in these cases are essentially the same as when the thrombosis 
is still below the knee. In active individuals, these symptoms are some 
lameness of the calf on walking and some edema of the ankle, which 
are relieved by a few days’ rest in bed. In patients confined to bed 
after operation, injury, or labor, there may be pain in the calf of the 
leg and tenderness of some of the toes, the foot or the calf. Strong 
dorsiflex of the foot in such cases will cause either passive resistance to 
dorsiflexion or pain or “‘discomfort’’ in the back of the calf or the popli- 
teal space; the calf muscles will often feel full or tense when grasped by 
the fingers. If such patients can sit or stand up, the foot of the affec ted 
leg will sometimes appear somewhat cyanotic as compared with the op- 
posite foot after the legs have been dependent for several minutes. 
These local signs do not alter with the advance of the thrombus into 
the femoral vein. The only evidence of such advance is the occurrence 
of signs and symptoms of “moderate” pulmonary embolism—substernal 
pain, pleuritic pain or cough, faintness or breathlessness; in some cases 
the ‘‘classic pain in the side’’ occurs associated with hemoptysis. In 
some cases of nonadherent thrombus propagating to the femoral vein, 
massive, rapidly fatal pulmonary embolism may occur without warn- 
ing, but when in deep lower leg thrombosis, a loose, propagating 
thrombus is “merely suspected”’ of being present, or is known to be 
present, operation for division of the femoral vein at the groin should 
be done. As a rule in such cases the superficial femoral vein below 
the entrance of the profunda is exposed, isolated between guy ligatures 
or rubber tubes and opened. If no thrombus is seen in the vein, the 
vein is sectioned between two ligatures. If a nonadherent soft clot is 
found, the head of the table is, elevated (to favor a backward flow of 
blood), and the clot is sucked out; then the vein is ligated above and 
below the opening and sectioned. In these cases, however, many 
surgeons prefer section of the common femoral vein. 

In the advanced stage of nonobstructive thrombosis in which the 
thrombus propagates into the external iliac vein and higher, the most 
characteristic sign is cyanosis of the leg and foot on the affected side 
that is evident, as a rule, only when the leg is dependent. Edema, 
confined to the lower leg and ankle, is usually present, sometimes 
intermittently. “Tenderness over the femoral vessels and over super- 
ficial complicating thromboses is a confirmatory sign. In ambulatory 
patients these symptoms and signs are chronic, and in addition, 

episodes” of pulmonary embolism may occur “on and off” for weeks. 
In patients confined to bed after operation or injury or by serious 
disease, the condition is less chronic. In the author’s opinion the 
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operation of choice is interruption of the common iliac vein. This 
vein can be exposed by an extraperitoneal approach on both the right 
and the left sides. In 6 operations (sections) on the right side, the 
vein was explored 5 times, and no thrombus was found. In 8 opera- 
tions on the left side, the vein was usually ligated without opening it; 
in one case it was explored without finding a thrombus. Interruption 
of the vena cava is indicated chiefly in the presence of bilateral throm- 
bosis. In such cases this operation is to be preferred to separate 
ligation of each common iliac vein. Exposure of the vena cava is not 
difficult; incision and removal of the thrombus by suction might be 
“not only difficult but dangerous,” but one or two ligatures of “good 
sized braided silk” would provide sufficient interruption. ‘This opera- 
tion, in the author’s opinion, “is not yet indicated as a routine when 
the situation and sources of embolism are unknown.” 
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Fic. 1. A, B, and C, the extraperitoneal operative ap 
proach to the right common iliac vein, showing that 
the vein lies lateral to the artery which hardly re- 
quires the degree of retraction used. In C, the vein 
has been doubly ligated with silk (including a stitch 
above and below) and divided. A little more retrac- 
tion, upward and mesially, would expose the vena cava. 
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Fic. 2. A and B, the extraperitoneal operative approach to the left common 

and external iliac veins. The vein lies mesial to the artery and at a deeper level. 

The artery may require even more retraction than is shown in the sketch. 
The exposure of the vein is more difficult than on the right. 


Illustrations by courtesy of Surgery, Gynecology & Obstetrics 
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Surgical Technic 


THE DEVELOPMENT OF FIBRIN FOAM AS A HEMOSTATIC 
AGENT AND FOR USE IN CONJUNCTION WITH 
HUMAN THROMBIN 


E. A. BERING, JR. 


Harvard Medical School, Boston, Mass. 
J. Clin. Investigation, 23:586-90, July 1944 


The control of rapid capillary oozing or free venous bleeding, 
where the site of hemorrhage is unsuitable for hemostasis by ligature, 
clip or electrocoagulation, has long been a surgical problem. All 
methods previously suggested have disadvantages making them unsuit- 
able in certain situations, especially in neurosurgery. 

The most commonly used method of controlling such bleeding is 
pressure applied with gauze sponges or cotton patties soaked in warm 
saline. But the disaster following the use of these procedures consists 
in dragging the clot away from the bleeding point with a recurrence 
of the original bleeding when the pressure is removed. ‘This fact led 
to a search for a substance which would cause hemostasis and could be 
left in situ without injurious tissue reactions. 

Putnam recently reported highly successful results from the use of 
pledgets of soluble cellulose with human thrombin. This material, 
known as “fibrin foam,” is made in two general types: (1) this con- 
tains a minor amount of thrombin in a separate packaged unit; (2) 
this is made with thrombin intrinsically combined in one unit. The 
two essential proteins of “fibrin foam” are fibrinogen and thrombin. 
By varying the proportions of these constitutents, a wide range of 
properties may be secured. 

Fibrin foam of low thrombic activity is usually used with solutions 
prepared from separately packaged thrombin. In all cases, the clotting 
time of the thrombin solution depends upon the strength of the 
thrombin solution used with it. If a “foam” is intended to be used 
alone as a hemostatic, the amount of thrombin it contains will deter- 
mine its active clotting power. “Fibrin foam” for use with thrombin 
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solution was the first preparation to be made commercially available 


for wide clinical use. 20 references. 3 figures. 
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Fibrin Clots, Fibrin Films and Fibrinogen Plastics. J. D. Ferry and P. R. Mor 
rison, Boston, Mass. J. Clin. Investigation, 23:566-72, July 1944. (Fibrin 
films and fibrinogen plastics are structural materials derived from human 
plasma proteins involved in coagulation and can be prepared in a wide variety 
of mechanical properties.) 

A New Simplified Method of Defunctionalizing the Colon. Edgar F. Berman, 
Baltimore, Md. Surg., Gynec. & Obst., 79:419-26, Oct. 1944. (Presenting a 
new method for defunctionalizing the colon according to Devine’s precepts- 
a procedure using only a colostomy in any part of the colon proximal to the 
lesion plus a special double lumen tube with balloon attached.) 

Use of the Foreign Ro Locator (Berman) in Industrial Practice. Morey 
Parkes, Caldwell, J. Am. J. Surg., 45:370-80, Sept. 1944. (A discussion 
of the foreign body locator in industrial practice with its applications along 
with practical suggestions for its use.) 


Clinical Use of Products Made from Human Fibrinogen and Thrombin. Edga 
A. Bering, Jr. (Lieut., M.C., U.S.N.R.). Bull. U. S. Army M. Dept., 78:53-56, 
July 1944. (A review of the use of fibrin film, and fibrin foam with thrombin 
in various types of surgical operations. Fibrin film has also been used in a 
few cases of burns; fibrin foam with thrombin is used as a hemostatic Py 

Spool Cotton as Suture Material. J. R. Floyd and M. J. Brockbank (Capt., 
M.C., U.S.A.). Surgery, 16:403-6, Sept. 1944. (Spool cotton is an anes 
suture material for all types of general surgery including clean and contami 
nated wounds.) 

An Aid to Foreign Body Localization. M. L. Gerber (Lieut., M.C., U.S.N.). 
U. S. Nav. M. Bull., 43:363-5, Aug. 1944. (A modification of Cole’s instru- 
ment, used to aid in the localization and removal of radiopaque foreign 
bodies, is presented.) 

Exit Talc from the Surgical Scene. An editorial. J. A. M. A., 126: 236-7, Sept. 
23, 1944. (Within the past ten years surgeons have come to recognize the 
dangerous properties of talcum powder characterized by tubercle-like forma- 
tion with talc crystals in most of the tubercles—all of a permanent nature.) 

A New Rapid Method of Intubation with the Miller-Abbott Tube. Franklin 
I. Harris, San Francisco, Calif. From the Division of Surgery, Mount Zion 
Hospital. J.A.M.A., 125:784-5, July 15, 1944. 

A New Nasal Catheter Holder. Rolf C. Norris and H. Frank McCarthy, 
Lawrence, Mass. J.A.M.A., 125:785, July 15, 1944. 

Talcum Used as a Surgical Dusting Powder Is Hazardous. M. G. Seelig and 
D. J. Verda. Hospitals, 18:32-34, 1944. 

Fatal and Near Fatal Delays in Surgery. N. J. Maclean. Manitoba M. A. 
Rev., 24:161-63, June 1944. 

These Enclosed Circular Operating Rooms Prove Their Worth. J. O. Ceders- 
berg. Hospitals, 18:35, 1944. 
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Surgical Nursing. M. E. Kitchell. Med. Bull. North Afr. Theater of Opera- 
tion, U. S. 1:27-32, 1944. 

Cotton Suture Material. Roy J. Stokes (Lieut. M.C., U.S.N.) and Alberto 
Mejia. U.S. Nav. M. Bull., 42:1412-16, June 1944. (Reports 195 cases in 
which cotton suture material has been used; with previous series the total 
number of cases reported by the authors is 440; 6 sinuses developed in the 
entire series, 1.3 per cent. Cotton is a satisfactory suture material on non- 
infected wounds, the authors find, as regards wound healing; it is cheap and 
readily available; and its use involves “technically better surgery.”’) 


4. Surgical Infections 


CANAVALIN; A NEW ENZYMATIC BACTERICIDAL AGENT; 
PRELIMINARY REPORT 


Davip L. FARLEY 


Pennsylvania Hospital, Philadelphia, Pa. 
Surg., Gynec. and Obst., 79:83-88, July 1944 


This investigation follows a study of a substance found in the blood 
of animals and man, the physical characteristics of which had been 
observed to be those of a co-enzyme. Further studies showed that the 
corresponding enzyme was present in the jack bean. Canavalin is a 
mixture of this enzyme prepared from the jack bean and the co-enzyme 
which is associated with the vitamins of the B group and is produced 
from thiamin and riboflavin. It has the power of oxidizing poly- 
saccharides. In vitro experiments show canavalin renders both gram- 
positive and gram-negative organisms “incapable of growth.” Experi- 
ments on animals and on human subjects showed that injection of 
large doses of canavalin had no toxic effects. ‘Thirteen cases are re- 
ported, all lobar pneumonia, in which canavalin was given with good 
results; there was a prompt and definite drop in temperature in every 

case. In some cases canavalin was given intravenously by the slow drip 
method. Further studies are necessary before the clinical value of the 
bactericidal properties of canavalin can be determined. 


SULFAMERAZINE (2-SULFANILAMIDO -4-METHYLPRIMI- 
DINE.) II. Sulfonamide concentrations in the blood of man produced 
by small, daily, oral doses of sulfamerazine, sulfamethazine, 
sulfadiazine and sulfathiazole 
ARNoLD D. Wetcu, Paut A. Marttis, ErHot SHIELS KoELLE and 
ALBERT R. LATVEN 


From the Department of Pharmacology, Medical Research Division, Sharp & Dohme, Inc. 
Am. J. M. Sc., 208:187-92, Aug. 1944 


The average sulfonamide concentrations produced in the blood of 
8 normal men by daily 1 gm. doses of sulfamerazine, sulfadiazine, sulfa- 
methazine and sulfathiazole are presented. The concentration in the 
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blood following maintenance doses of sulfamerazine fell from a daily 
maximal value of about 6.5 to a minimal value of about 3.5 mg. per 
100 cc; with sulfadiazine from about 3.5 to about 1.5; with sulfametha- 
zine from about 4 to less than 1; and with sulfathiazole from about 2 
to less than 1 mg. per 100 cc. Sulfamerazine administered in single 
0.5 gm. daily doses maintained a concentration in the blood which fell 
gradually from a level of approximately 4 to a level of about 2 mg. 
per 100 cc. Emphasis is placed on the rapid absorption and gradual 
elimination of sulfamerazine, which makes possible the maintenance 
of a concentration in the blood, with single daily doses of only 0.5 to 
| gm., that is probably sufficient for certain chemoprophylactic pur- 
poses. These data and clinical experience with sulfamerazine indicate 
that adequate therapeutic concentrations in the blood should be main- 
tained by administration of smaller daily doses than with other sulfon- 
amides; these doses can be given on the basis of only 2 or 3 divided 
doses daily. 21 references. 2 tables. 2 figures. 

[If, as the essayist maintains, smaller doses tend toward greater safety and 
less possibility of renal complications, it would be an addition to sulfonamide 
therapy.—Eb. | 

REFERENCES TO CURRENT ARTICLES 

The Use of Sulfonamides in Surgery. James McLeod, Florence, S.C. J. So. 
Carolina M. A., 40:167-9, Aug. 1944. (Summary of the writer’s experience in 
sulfa therapy.) 

Tularemia in New England. F. D. Moore, C. S. Sawyer and S. G. Blount, Jr., 
Boston, Mass. New England J. Med., 231:169-73, Aug. 3, 1944. (Review of 
the known 18 cases of tularemia occurring in New England.) 

Penicillin Case Report. R. E. Maresh, Houston, Tex. M. Rec. and Ann., 
38:847-9, Aug. 1944. (Report of a case of septicemia treated with penicillin 
satisfactorily.) 

Surface Active Agents as Germicides. A. Taub, New York, N. Y. Merck Rep., 
53:28-31, July 1944. (Cationic agents cannot be used by oral or parenteral 
route as chemotherapeutic agents since a blood protein inactivates the cationic 
agents.) 

Report of a Case of Septicemia: Cure by Penicillin. J. J. MacLeod, Caulfield, 
Victoria. M. J. Australia, 26:585, June 24, 1944. (Reporting a severe attack 


of pyelonephritis complicated with pneumonia and the presence of strep- 
tococci in the bloodstream giving way under 600,000 units of penicillin.) 


Tetanus Occurring in Immunized Individual. W. Orr Goehring, Pittsburgh, 
Pa. Am. J. Surg., 46:123-5, Oct. 1944. (A case of probable tetanus occurring 
in a soldier previously i immunized with three doses of fluid tetanus toxin is 
reported.) 

Gas Gangrene Treated with Sulfathiazole and Zinc Peroxide. A. B. Gwinn, 
Hastings, Mich. Am. J. Surg., 45:430-3, Sept. 1944. (Sulfa therapy, both 
local and general, is helpful in treatment of gas gangrene by inhibiting the 
progress of the gangrene, with nascent oxygen the best destroyer of anerobic 
bacilli.) 

Penicillin; Its Usefulness, Limitations, Diffusion and Detection, with Analysis of 
150 Cases in Which It Was Employed. Wallace E. Herrell, Donald R. 
Nichols and Dorothy M. Heilman, Mayo Clinic, Rochester, Minn. J.A.M.A., 
125:1003-11, Aug. 12, 1944. (The cases treated included 28 cases of bac- 
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teremia, 25 of severe cellulitis, 8 cases of postoperative wound infection, 11 
cases of acute and 11 of chronic osteomyelitis, and 6 cases of gas gangrene. 
The continuous intravenous drip method of administration was found to be 
best for maintaining a constant concentration of penicillin in the blood. The 
results showed penicillin to be of definite value in infections due to pathogens 
“known to be susceptible to its action,” but not in gram-negative bacillary 
infections.) 


Gangrene (Der Gasbrand). Zeissler. Med. Klin., 40:178, Mar. 17, 1944. 


5. lumors 


THE HETEROLOGOUS TRANSPLANTATION 
OF HUMAN CANCERS 


Harry S. N. GREENE AND PAUL K. LUND 


Yale Univ. School of Medicine, New Haven, Conn. 
Cancer Research, 4:352-62, June 1944 


In a series of 10 human cancers, cancer tissue was successfully trans- 
ferred to the anterior chambers of the eyes of guinea pigs. The 
transplants grew progressively in ‘‘the alien host,’ and showed a close 
histological resemblance to the original tumors. ‘The human tumors 
used in these experiments were a fibrosarcoma of the chest wall, an 
adenocarcinoma of salivary gland tissue, a chondromyosarcoma of the 
larynx, a malignant melanoma, an epidermoid carcinoma of buccal 
mucosa, an adeno-acanthoma of the urethra, a mammary fibrosarcoma, 
an undifferentiated carcinoma of the lung, an epidermoid carcinoma of 
the lung, and a chordoma. In the heterologous transplantation of 
rabbit tumors, it has been found that transplantation is successful only 
when the growth transplanted has shown ability to invade foreign tissue 
or to metastasize in the primary host. ‘The same was found to be true r 
in these experiments with human tumors. For example, the first 
attempt to transplant the chordoma failed, but a second attempt two 
and a half months later was successful in half of the animals used. The 
first transfer of the adenocarcinoma of the salivary gland, using tissue 
from the primary growth in the hard palate, resulted in takes in 3 of 
the 5 animals used; growth was evident on the sixtieth day; the second 
transplant, a month later, using tissue from an involved lymph node, 
resulted in takes in 8 out of 11 animals with growth evident by the 
twentieth day. The transplantability was not, however, directly 
related to the degree of anaplasia; the first tissue from the chordoma 
was so highly anaplastic that definite histological diagnosis could not 
be made; yet these transplants failed to take, while the second trans- 
plants from this tumor contained sufficiently differentiated cells to 
suggest the correct diagnosis, and growth was obtained in half the 
animals used (as noted above). Of the 2 lung cancers, transfers from 
the most highly anaplastic tumor (undifferentiated carcinoma) grew 
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in 2 of 7 animals, with growth evident on the seventeenth day, while 
transplants from the more differentiated epidermoid carcinoma grew 
in 3 of 6 animals, with growth evident on the eleventh day. It has 
been found that transfer of human cancers to lower animals is an aid 
to diagnosis and to the morphological classification of cancers, since 
successful transplants so closely resemble the original tumor histolog- 
ically. Such transfers may also “afford an approach” to the study of 
many other problems associated with human tumors. 


MYOBLASTOMA 


Cuester W. Howe and SHIELDS WARREN (Lieut. Com., M.C., U.S.N.R.) 
Surgery, 16:319-47, Sept. 1944 


Myoblastoma, a tumor entity becoming more generally recognized, 
is derived from embryonic myoblasts and may be distinguished 
from the rhabdomyoma group. ‘The authors review the clinical data 
and the microscopic findings of 104 cases collected from the literature, 
exclusive of those reported by Klemperer, and present 10 new cases. 

Fifty-six per cent of these occurred in the upper respiratory and 
digestive tracts and 59 cases occurred in the tongue and of these from 
3 to 5 per cent were malignant. Of the total number of cases found 
malignant, amounting to 11 per cent, only 3 showed.proved metastasis. 

Whenever a myoblastoma is reported to have atypism of cells, excess 
mitotic figures, spindle-cell or sarcomatous pattern, or local invasion, 
it should be treated surgically as a malignant tumor until more is 
known of the nature of these growths, especially if the patient be 
over 50 years of age. 

The degree of radiosensitivity and frequency of metastasis of this 
tumorous growth are as yet unknown, but both appear to be low. 
Tumors under the mucous membrane or skin have a marked tendency 
to be associated with hyperplasia and epidermoid carcinoma of the 
overlying epithelium. 55 references. 7 figures. 4 tables. 

REFERENCES TO CURRENT ARTICLES 
The Determining Influence of Tar, Benzpyrene and Methylcholanthrene on the 
Character of the Benign ‘Tumors Induced in Rabbit Skin. W. F. Friedewald 
and Peyton Rous, New York, N. Y. J. Exper. Med., 80:127-44, Aug. 1944. 
(The benign tumors of rabbit skin, appearing in response to benapyrene and 


methylcholanthrene, are nearly ali the same kind that tar produces, viz., frill 
horns, papullomas and carcinomatoids.) 

The Initiating and Promoting Elements in Tumor Production. W. F. Friede- 
wald and Peyton Rous, New York, N. Y. J. Exper. Med., 80:101-26, Aug. 
1944. (The determining effects of tar, benzpyrene and methylcholanthrene 
upon the character and structure of the growths they produce are dealt with 
in this paper.) 

Malignant Papillary Cystadenoma of Sweat Glands with Metastases to the Re- 
gional Lymph Nodes. Robt. C. Horn, Jr., Philadelphia, Pa. Surgery, 16:348-55, 
Sept. 1944. (Description of a malignant sweat gland arising in the forearm 
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of a patient, which invaded the radius and metastasized to the epitrochlear 
and axillary lymph nodes.) 

Benign and Malignant Moles (Nevi): Their Differentiation and Treatment. 
Hamilton Montgomery. Med. Clin. N. Amer., 968-77, July 1944. (Clinical 
and histopathologic findings are necessary to distinguish different types of 
nevi from allied conditions, particularly from melano-epithelioma.) 


Symposium of Endocrinology of Neoplastic Diseases. Gray H. Twombly and 
George T. Pack, New York, N. Y. Surgery, 16:1-7, July 1944. 

[umors in Experimental Animals Receiving Steroid Hormones. W. U. Gardner, 
New Haven, Conn. From the Department of Anatomy, Yale University 
School of Medicine. Surgery, 16:8-32, July 1944. 


Experimental Investigations Concerning the Role of the Pituitary in Tumori- 
genesis. Hans Selye, Montreal, Quebec, Canada. Surgery, 16:33-46, July 1944. 


Influence of Environmental Temperature upon the Incidence and Course of 
Spontaneous Tumors in C3H Mice. Edward W. Wallace, Helen Wallace and 
Cc. A. Mills, Univ. of Cincinnati Medical School, Cincinnati, Ohio. Cancer 
Research, 4:279-81, May 1944. (In experiments on this strain of mice, mam- 
mary cancer showed a higher incidence in animals kept at 68° F. than in those 
at 91° F.) 

Experimental Roentgen Injury: Effects on the Tissues and Blood of C3H Mice 
Produced with Single Small Whole Body Exposures. P.S. Henshaw. J. Nat. 
Cancer Inst., 4:477-84, April 1943-4. 

Experimental Roentgen Injury: Effects of Repeated Small Doses of X-rays on 
Blood Picture, Tissue Morphology, and Life Span in Mice. P. S. Henshaw. 
J. Nat. Cancer Inst., 4:513-22, April 1943-4. 

Minimal Number of Anesthetic Treatments with Urethane Required to Induce 
Pulmonary Tumors. P. S. Henshaw and H. L. Meyer. J. Nat. Cancer Inst., 
$:523-25, April 1943-4. 


6. Neurosurgery 


REFERENCES TO CURRENT ARTICLES 


Mixed Bacterial Meningitis Following Cranio-Cerebral Trauma. A. H. Gould, 
Paonia, Cal. Rocky Mountain M. J., 41:560-1, Aug. 1944. (Reporting a case 
of skull fracture, followed by mixed bacterial meningitis in which recovery 
followed the use of penicillin when sulfa therapy failed.) 

Fibrin Films in Neurosurgery with Special Reference to their Use in the Repair 
of Dural Defects and in the Prevention of Meningocerebral Adhesions. 
O. T. Bailey and F. D. Ingraham, Boston, Mass. J. Clin. Investigation, 23:597- 
600, July 1944. (Fibrin films have been tested as a protective layer for the 
central nervous system in a series of monkeys and patients with satisfactory 
results.) 


\ New Neurosurgical Instrument: a Combined Suction and Electrocoagulation 
Tip. Henry T. Wycis, Philadelphia, Pa. Am. J. Surg., 46:139-40, Oct. 1944. 
(This instrument was designed to coagulate bleeding points quickly and effec- 
tveiy, particuiarly those in the depths of a tumor bed, and also to suck dry 
cavities filled with blood.) 

\ Tantalum Cranial Clip. Wallace B. Hamby, Buffalo, N. Y. J. Neurosurg., 

1:331, September 1944. (Introducing a simple clip to prevent depression of , 

the bone flap following a craniotomy.) 
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Swivel Connection for Brain Suction Tip to Relieve Torsion Strain of Rubber 
Tubing. H. C. Dahleen, Mayo Clinic, Rochester, Minn. J. Neurosurg., 
1:237-8, July 1944. (The author’s original swivel device for a suction appara- 
tus for use in a neurosurgical clinic.) 

An Experimental Study on the Use of Tantalum in the Subdural Space. Nor- 
man C. Delarue (Capt., R.C., A.M.C.), Eric A. Linnell and Kenneth G. Mc- 
Kenzie, University of Toronto, Toronto, Ont. J. Neurosurg., 1:239-42, July 
1944. (Discussion of the use of tantalum as a means of preventing meningo- 
cerebral adhesions.) 

A Neurosurgical Head Rest for Use in Army and Navy Hospitals. W. M. Craig. 
J. Neurosurg., 1:163-5, May 1944. 

A Modification of the Hardy-Wolff-Goodell Pain-Threshold Apparatus. 
D. Slaughter and F. T. Wright. Anesth. & Analg., 23:115-19, May 1944. 

Studies on Fibrin Foam as a Hemostatic Agent in Neurosurgery with Special 
Reference to Its Comparison with Muscle. F. D. Ingraham, O. T. Bailey and 
F. E. Nulsen. J. Neurosurg., 1:171-81, May 1944. 

Modifications of the Cerebrospinal Fluid and Blood in Open Injury of the 
Central Nervous System; Study of Oseillations of Pressure of the Cerebrospinal 
Fluid and Blood. A. B. Mandelbau. Biul. eksp. biol. med., 17:22-26, 1944. 

Prolonged Disturbances of Consciousness Following Head Injury. Burness E. 
Moore and Jurgen Ruesch, Boston, Mass. New England J. Med., 230:445-452, 
April 13, 1944. (A study of 29 cases of head injuries with disturbances of 
consciousness, intellectual disturbances outnumbering other mental  ab- 
normalities. In 31 per cent of the cases, gross intellectual defects persisted 
for six months.) 

Mobile Neurosurgery in Wartime. Major Kenneth Eden, R.A.M.C. Brit. J. 
Surg., 31:324-28, April 1944. (With head injuries being treated near the 
fighting front, these figures show that specialized neurological surgery can be 
carried out under war conditions with primary recovery and few complica- 
tions.) 

grater and Radiation for the Relief of Pain in Advanced Cases. Geo. 

Cooper, Jr., and V. W. Archer, University, Va. Radiology, 43:142-5, Aug. 
1944. (Advanced or metastatic cancer is not the signal to bring on opium 
and abandon hope, as some tumors can be arrested indefinitely with many 
patients obtaining relief of pain from irradiation or neurosurgery.) 


7. Skull 


REPAIR OF CRANIAL DEFECTS WITH TANTALUM 
Rosr. C. L. Ropertson (Major, M.C., A.U.S.) 
Fort Sam Houston, Tex. 
J. Neurosurg., 1:227-36, July 1944 

Autogenous bone transplant repair of cranial defects is not entirely 
satisfactory since it entails an extended or separate operative procedure 
to secure bone. An ideal substitute material has yet to be discovered— 
one that is readily davailable, easily worked and sufficiently strong to 
withstand ordinary trauma though acting inertly in tissue. Tantalum 
was used for the first time in 1938 by Burch of Nashville with a report 
appearing in 1942 upon its inertia in tissues. 

The adaptability of tantalum to neurosurgery was demonstrated 
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by Pudenz in 1942 and by Fulcher in 1943. Tantalum is a heavy 
metal, with a density about twice that of steel reacting only to strong 
acids and alkalis, virtually non-magnetic but very high in the EMF 
Series. Its chemical inertia obviates reactions to body fluids. ‘Tan- 
talum sheet metal (.015 and .02 inch thick) has been used to repair 
skull defects at the Brooke General Hospital, Fort Sam Houston, since 
September 1942, where it has been found highly satisfactory. 

Fixation of the tantalum replacement is accomplished by wire 
sutures passing through the edge of the plate and through the adjacent 
bone, though the author recommends using small triangular trimmings 
of tantalum sheet following the principle of glazier’s points and then 
driving the points into the diploic space about the margin of the defect. 
A series of 26 cases of tantalum cranioplasty has been done with 
gratifying results with the author presenting a report of four cases in 
detail. Fourteen of this group were made up of simple or compound 
depressed fractures of the skull with single-stage operations done in 
all but two cases. In 5 cases there was compounding of the fracture 
with destruction of the brain tissue and its exposure to the atmosphere 
for over thirty hours—yet tantalum cranioplasty was done following 
sulfa therapy. 

Postoperative complications were few and none ascribable to the 
presence of tantalum which apparently approaches the theoretical 
ideal plastic material for replacing lost portions of the cranium. The 
minimal reaction of tantalum in the tissues is advantageous in situa- 
tions where it has been used when a thin membrane forms an envelope 
about the metal, thus isolating nervous tissue and preventing traction 
of subsequently formed scar tissue. 8 references. 12 figures. 


HAIR-BEARING SCALP FLAP FOR REPAIR OF UNILATERAL 
SCALP DEFECTS 
Gorvon B. New and JouN B. ERIcH 


Rochester, Minn. 
Surg. Clin. North America, Mayo Clinic Number, 741-50, Aug. 1944 


Even when extensive, a scalp defect which is unilateral, and located 
anteriorly, can be repaired extremely well by means of a pedicle flap 
from the opposite side of the scalp. By this technic, not only is the 
involved surface covered with hair, but, in addition, a normal hairline 
across the forehead may be secured. After shaving the head the flap 
is outlined with an indelible or skin pencil. The skin is painted with 
antiseptic solution and sterile towels draped around the field of opera- 
tion. Incisions are made along the proposed lateral margins of the 
flap and the scalp tissue intervening between these two incisions is 
undermined completely down to the galea aponeurotica. Even when 
general anesthesia is used it is well to inject subcutaneously a 0.5 per 
cent solution of procaine hydrochloride containing epinephrine for 
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its hemostatic effect. When hemostasis is complete, the flap is returned 
to its original bed and sutured with fine silk interrupted stitches. A 
firm dressing is applied over the flap to prevent formation of a hema- 
toma, and should not be disturbed for two or three days. ‘Ten to 
fourteen days later, the distal pedicle is cut across, thus severing the 
blood supply to the flap from the occipital region. ‘The procaine 
solution is used again to control hemorrhage and the incision is 
sutured with fine silk. A pressure dressing is then applied for 48 
hours. After another ten to fourteen days, the entire flap is elevated 
and ready for transference to the defect. If there is no free bleeding 
from the distal edge of the flap it is best to defer transplantation for 














Fic. 1. Repair of a unilateral scalp defect by means of a hair-bearing scalp 

flap. a, First stage: incision of the mesial and lateral margins of the flap. b, 

Second stage: the distal pedicle of the flap is cut across. c, Third stage: the flap 

is swung across and sutured to the margins of the defect and the denuded surface 

is covered with a shave graft. d, Fourth stage: the flap is cut half way across. e¢, 

Fifth stage: the flap is cut completely across and the pedicle is returned to its 
original bed. 


Illustrations by courtesy of Surgery, Gynecology and Obstetrics 


another two-week period. In preparing the defect from reception of 
the flap, the epithelial and scar tissues are excised in such a manner 
as to leave a raw surface into which the distal portion of the flap may 
be inlayed. When bleeding from this surface has been completely 
controlled, the flap is swung across to be sutured to the margins of the 
defect with fine black silk. A gauze dressing is then fixed firmly with 
adhesive tape over the distal portion of the transposed flap to prevent 
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formation of hematoma. ‘The raw surface from which the flap was 
elevated must be covered with a shave skin graft of moderate thick- 
ness obtained from the inner aspect of the thigh. The silk sutures 
used to anchor this free graft should be left long, and subsequently 
are tied over a thick pad of gauze which aids in fixing the graft. Many 
strips of adhesive tape are applied over the gauze dressing. In this 
manner the shave graft is immobilized. The gauze dressing should 
neither be disturbed nor removed for ten days. 

Two weeks after transference the scalp flap is cut halfway across. 
This incision which is sutured immediately greatly reduces the blood 
supply to the distal portion of the flap from its frontotemporal pedicle, 
preparing the flap for complete detachment in the next stage. One 
week later the flap is cut completely across, i.e., amputated. The 
resultant free edge of the transplanted portion of the flap is adjusted 
and sutured to the margin of the underlying scalp defect. ‘The pedicle 
of the flap is returned to its original bed after cutting and cross- 
hatching the scarred bands on its under surface so that the pedicle 
can be stretched out to its original contour. Any portion of the healed 
shaved skin graft that interferes with replacement of the pedicle must 
be excised. After four to six weeks, adjustment of the hairline to 
correspond with that on the other side of the forehead can be at- 
tempted. Portions of the transplanted scalp flap extending beyond 
the normal hairline are excised leaving one or more raw surfaces which 
in turn are covered with thick shave skin grafts from the inner aspect 
of the thigh or preferably with full-thickness grafts obtained from the 
inner surface of the arm, or in case of small defects from behind the 
ear, on the opposite side. The bald region near the occiput covered 
with shave skin graft is most conspicuous in men. It can be eradi- 
cated by repeated excisions of small portions of the skin graft and 
introduction of small wedge-shaped, hair-bearing flaps of skin from 
the adjacent scalp tissue. As the hair grows in length the small sur- 
faces still left denuded are invisible. In women the hair can be styled 
to cover bald surfaces. 12 figures. 

{This is a general article with exact directions as to technic. Several cases 
are shown in the photographs, but the authors present no statistics as to the 
number of cases treated, or the incidence of necrosis of the flaps.—Ep.] 


TREATMENT OF RHINORRHEA AND OTORRHEA 


WALTER E. DANDY 


Baltimore, Md. 
Arch. Surg., 49:75-85, Aug. 1944 


The two great causes of rhinorrhea and otorrhea are: (1) fractures 
of the skull and (2) openings created by operative procedures; with 
less frequent causes (3) erosions by tumors or infections; and (4) con- 
genital abnormalities. ‘Though not a common condition (Dandy 











26 QUARTERLY REVIEW OF SURGERY 


observed 11 cases in nearly twenty years) continuing rhinorrhea and 
otorrhea always demand surgical closure of the opening in the dura 
or the bone, preferably both. ‘hough spontaneous closure of the 
fistula does occur, it is uncommon and it is unsafe to delay operation 
in the hope a closure may take place. Post-traumatic otorrhea usually 
stops in less than two weeks, frequently in a day or two. Therefore, 
there is no indication for operative intervention in cases of such short 
duration. Post-traumatic or postoperative fistulae into the frontal or 
ethmoid sinuses or fistulae created by operations on the mastoid are 
slow to heal or, if closing, periodically reopen. 

Both conditions are due to a fistula connecting the cerebrospinal 
spaces—either the subarachnoid spaces or the ventricular system— 
with the exterior. Pneumocephalus is a frequent, but not a necessary, 
accompaniment. If the fistula is sufficiently large, air enters the cranial 
chamber as the fluid emerges. ‘he surgical attack on rhinorrhea and 
otorrhea is the same as both are due to the same underlying cause, a 
fistula; closure of this fistula cures both conditions. A cerebrospinal 
fistula is a potential source of meningitis or cerebral abscess. Sulfon- 
amide drugs and penicillin are helpful and may prolong life, but the 
danger of a fatal termination is always present. 

The operation itself is practically free of danger, though death 
following closure of a fistula is due to preexisting intracranial infection, 
usually abscess of the brain. The fistula may be closed in several ways: 
(1) suturing the dural opening; (2) suturing when possible a trans- 
plant of fascia over the dural defect; (3) suturing snugly to the over- 
lying tissues a flap of dura or any soft tissue which has been turned 
over the bony opening; and (4) covering the bony opening with bone 
wax. Eight of the 11 patients reported in this paper were perma- 
nently cured; two subsequently died of intracranial infection; while 
one remained unimproved after operation. 

The location of the fistula is readily determined by the site of the 
fracture or by an operation at which the opening in the bone and dura 
was created. Pneumocephalus was present in 2 cases and promptly 
cured after closing the fistula. Drainage of cerebrospinal fluid from 
the nose is not pathognomonic of fistula into the frontal or ethmoid 
sinus but may occur through the mastoid bone into the middle ear 
and the eustachian tube. 8 figures. 
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sion of mechanism of these injuries, and of technic of operative treatment.) 

On the Glenoid Fossa of the Temporal Bone in the Human Skull (Sobre a 
cisura glenoideia do osso temporal no cranio humano). A. Caparelli. An. 
Fac. med. Univ. S. Paulo, 17:5-28, 1941. 

Repair of Cranial Defects by Cast Chip-Bone Grafts; a Preliminary Report. 
John Marquis Converse (Major, French Army of North Africa), Carl Dame 
Clarke (Capt., A.U.S.) and Henri Guidi (Lieut., French Army Dental Corps). 
J. Lab. & Clin. Med., 29:546-59, June 1944. (Describes the method of pre- 
paring the mold for the bone chips and the surgical procedure for repairing 
the cranial defect. Method used in 3 cases with satisfactory immediate re- 
sults [two operations required in the third case with a large defect], but the 
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Oral Removal of Shell-Fragments from the Base of the Skull (Perorale Entfer- 
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Treatment During Convalescence after Head Injury. J. E. Hughes. M. J. 
Australia, 1:316-19, April 8, 1944. 

Chronaxiometric Observations in Gunshot Wounds of the Skull. J. M. Uffland 
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8. Brain 


THE STRUCTURAL BASIS FOR THE COMMON TRAUMATIC 
CEREBRAL SYNDROMES 


Cyrit B. CouRvILie 


Los Angeles, Cal. 
Bull. Los Angeles Neurol. Soc., 9:17-27, March 1944 


The effect of trauma on the brain, aside from the direct effect ot 
shock, is largely determined by the mechanism by which the injury 
was produced. ‘The various effects of injury on the brain may be the 
result of the shocking force on the nervous tissue or cerebral vessels, 
or even disturbances of the balance between blood plasma and cere 
brospinal fluid, or to entrance of infection or air into the skull. 

Concussion is the direct result of the shocking effect of the trau 
matic force on the nerve cells of the brain. ‘This is seemingly proven 
by recent electroencephalographic studies in experimental concussion 
in which it was shown that loss of consciousness was accompanied at 
first by paralysis and then by gradual resumption of the normal 
rhythm. ‘The mechanism and manifestation of cerebral edema are 
shown by “‘wet brain,” “dry brain’”’ and localized cerebral edema. 

The excessive production of cerebrospinal fluid of “wet brain’’ is 
due largely to the increased secretory activity of the choroid plexus. 
Such a condition is treated by repeated lumbar punctures. “Dry 
brain’ may be described as a swelling of the cerebral tissue following 
a head injury due to an accumulation of intracellular fluid. Dehydra- 
tion with hypertonic solutions is the only therapeutic measure of value. 

Localized cerebral edema is the result of a reaction to some local 
traumatic lesion with the swollen lobe compressing the adjacent mid- 
brain with death oftentimes following from failure of the vital centers 
to function. ‘The only useful therapeutic measure in such a condition 
is energetic dehydration. 26 references. 


THE HEALING PROCESS IN WOUNDS OF THE BRAIN 
A. H. Baccenstoss, |. W. KeERNOHAN and J. F. Draprewskt 


Rochester, Minn. 
Proc. Staff Meet. Mayo Clin., 19:419-24, Aug. 9, 1944 


This study was based on observation made at necropsy in seventy 
selected cases in which ventricular punctures had been made in the 
course of ventriculographic studies for the purpose of diagnosis and 
localization of tumors of the brain. In most cases the brain at necropsy 
gave evidence of varying degrees of increased intracranial pressure as 
a result of expanding lesions with or without associated edema. The 
findings indicated that compared to the healing process in wounds of 
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other parts of the body, the healing process in wounds of the brain 
has a decided lack of vigor and repair takes place at a slow tempo. 
Repair is more vigorous in the cortex than in the white matter, but 
no difference could be detected in the rate of repair between children 
and adults. Astrocytes play a minor role in the reparative process 
and actual participation of these cells in the formation of a scar was 
not observed in wounds of less than six months’ duration. It is well 
to emphasize that when repair does take place, the predominant 
part is played by the mesodermal elements—capillaries, endothelium, 
fibroblasts and leukocytes. Microglia cells appear to have only a small 
part in the production of compound granular corpuscles. Most of 
the latter seem to have their origin in the endothelial cells associated 
with capillaries, in the adventitial cells of the larger blood vessels and 


in the mononuclear cells of the circulating blood. 1 table. 3 figures. 
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Soc., 9:52-60, June 1944. (From the cases presented it is evident that, when 
aphasia results from cerebral trauma, the problem of diagnosis does not differ 
from that of aphasia due to other causes.) 

Recovery of Spatial Orientation in the Post-Traumatic Confusional State. A. 
Paterson and O. I. Zangwill, Edinburgh, Scot. Brain, 67:54-88, March 1944. 
(Recovery of spatial orientation with remission of the post-traumatic confu- 
sional state is described in two cases.) 
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Traumatic Abscess of the Brain. H. M. Cuneo, Los Angeles, Cal. Bull. Los 
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9. Spine and Spinal Cord 


THE DIFFERENTIAL DIAGNOSIS OF INTRASPINAL 
TUMORS AND PROTRUDED INTERVERTEBRAL 
DISKS AND THEIR SURGICAL TREATMENT 


J. GRaFton Love 


Rochester, Minn. 
J. Neurosurg., 1:275-90, July 1944 


In the majority of cases of protruded intervertebral disk, the 
diagnosis can be made on the basis of the history and physical findings 
though others may require special methods of examination before 
accurate diagnosis can be made. ‘The patient with a protruded inter- 
vertebral disk usually gives a history of trauma or unusual stress and 
strain to his back with subsequent intractable backache or sciatic pain 
not relieved by ordinary measures. On examination, the erector 
spinae muscles are spastic and limping and listing may or may not 
be present. Spinal motion usually is limited and painful with the 
straight leg raising test positive. ‘The concentration of total protein 
in the spinal fluid in two-thirds of the cases will be more than 40 mg. 
per 100 cc., but rarely over 100 mg. Visualization of the spinal canal 
after injection of air will reveal a defect at the site of protrusion 
in most cases. 

The patient with a tumor of the spinal cord ordinarily gives a 
history of insidious onset of pain that progressed gradually until he 
became more or less incapacitated by it. The neurologic signs include 
muscular weakness, muscular atrophy, reflex changes and definite 
sensory disturbances. Oftentimes roentgenologic examination of the 
spinal column reveals bony changes indicative of intraspinal pressure. 
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Some of these changes. represent erosion of the vertebral bodies, en- 
largement of the intervertebral foramina and erosion of the pedicles of 
the vertebrae. Following a spinal puncture the fluid often is xantho- 
chromic and nearly always contains over 40 mg. per 100 cc. of protein. 
Frequently a subarachnoid block is demonstrable by Queckenstedt’s 
test if the needle is below the level of the tumor. 

It is generally conceded that, although protruded disks do occur 
in women, they are most frequently seen in men. The average age of 
patients at operation was 42 years and, in a group of intraspinal tumors 
masquerading as protruded intervertebral. disks, 42.8 years. While 
trauma usually accounts for protrusion cases, it does not produce 
tumors of the spinal cord. For years it was taught that persistent 
bilateral sciatic pain was due to an intraspinal tumor until proved 
otherwise. In the author’s group of 26 cases, 10 complained of bi- 
lateral sciatic pain, with 1] experiencing pain in only one lower 
extremity, while 5 patients had backache only. 

Tumors of the spinal cord will eventually produce neurologic signs 
leading to their diagnosis and often their localization. One should 
never await this development but resort to diagnostic lumbar puncture 
to determine the total protein in the cerebrospinal fluid and possibly 
to myelography in cases of root pain in which neurologic signs are 
scanty or absent. 

In this group of 26 cases of intraspinal tumor only one patient 
had paraplegia with a sensory level discernible. In 10 cases the ankle 
jerks were diminished or absent and, in 5, abnormalities of the patellar 
reflex were found, with | patient suffering from bilateral foot drop. 

In the presence of ependymomas of the filum terminale, the con- 
centration of total protein in the cerebrospinal fluid tends to be high, 
thus making possible a preoperative diagnosis of the true condition 
after seeing the fluid. The average reading for total protein in 9 cases 
of ependymoma was 3,355.5 mg. per 100 cc., whereas the average con- 
centration in the fluid of 12 patients who had neurofibromas was 
700 mg. 

Although the spinogram is not as reliable in diagnosis and local- 
ization of intraspinal space-taking lesions as are radiopaque myelo- 
grams, the spinogram is usually sufficient by itself. 

Considerable space is devoted to surgical treatment for conditions 
outlined in this paper. The surgical removal of any space-taking 
intraspinal lesion should be executed so as to cause the minimum of 
disruption of normal structures and thus facilitate the return of the 
patient to his usual activities with the least loss of time. 2 references. 
10 figures. 5 tables. 
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TREATMENT OF SEVERE SCOLIOSIS WITH RIB RESECTION 
AND IMMEDIATE FUSION OF VERTEBRAE 
W. H. Bicket, J. J. Hincney and O. T. CLacetr 


Rochester, Minn. 
Proc. Staff Meet. Mayo Clin., 19:401-404, Aug. 9, 1944 


Often patients are dissatisfied after a successful arrest of scoliosis 
if the prominence of the posterior portion of the thorax on the convex 
side ot the curved spinal column persists. In the last twelve years the 
procedure of rib resection with use of the removed segments of ribs 
to fuse the vertebrae has been performed in ten cases at the Mayo 
Clinic. ‘The patient is first placed under 6 pounds traction to the 
head and feet on a curved hyperextension frame for seven to ten days, 
the apex of traction corresponding to the point of greatest convexity 
of the spinal curve. Rib resection and spinal fusion then are done as 
one procedure, the former by a thoracic surgeon, and the latter by 
an orthopedic surgeon. ‘These two have previously discussed and 
agreed upon the number of ribs and extent to be resected and the 
number of vertebrae to be fused. Only one long incision over the 
spinal column is required, but in many cases two incisions are used, 
one over the convexity of the ribs, and a parallel straight incision 
exposing the vertebrae to be fused. ‘The ribs are resected subperi- 
osteally throughout the extent of the prominence and the resected 
portions split lengthwise and placed along the concave side of the 
spinal curve next to denuded laminae and spinous processes. They 
may be broken in greenstick fracture for even closer coaptation. They 
are placed in an overlapping double row throughout the extent of the 
curve and held in place by closure of the overlying muscles and fascia. 
The patient is then placed for two weeks on a straight Bradford frame 
and is turned from the prone to the supine position and vice versa at 
regular intervals. ‘The traction and hyperextension frames are then re- 
sumed for four weeks. ‘Then a plaster body jacket is applied with 
the patient on a Goldthwaite frame. The patient is permitted to be 
up and about for a week. ‘The cast is then removed and another, 
which extends from the occiput and the chin to include the iliac crests, 
is applied with the patient in upright suspension. ‘This cast is worn 
for four months after which it is replaced by a corset or brace which 
is worn for six months. At the end of this six months such activities 
as swimming and breathing exercises are started and the corset or brace 
is discarded gradually; there is then a progressive return to normal 
activity. 

In the present series of 10 cases there were one male and nine 
females varying in age from 11 years to 22 years with an average age 
of 16 years. Scoliosis had been noticeably present for from one to 
thirteen years, the average duration being seven years. In 9 cases the 
thoracic curve was to the right, in one to the left. In 3 cases the 
deformity was congenital and in one it developed subsequent to polio- 








ON 


OSIS 
vex 
the 
ribs 
ayo 
the 
ays, 
Xity 
€ as 
and 
the 
the 
sed, 
sion 
er i- 
“ted 
the 
hey 
hey 
the 
cla. 
ume 
a al 
. re- 
vith 
» be 
her, 
>Sts, 
orn 
Lich 
ties 
race 
mal 


line 
age 
». 2 
the 
the 
lio- 











QUARTERLY REVIEW OF SURGERY 33 





myelitis. No known cause was discovered for the others. Previous 
treatment consisted of braces, casts, exercises and osteopathic and 
chiropractic treatments—all of which failed to halt the progress of the 
scoliosis. In two cases previous treatment had not been employed. 
The number of ribs involved ranged from three to six and usually 
from 2 to 5 inches were resected. Blood transfusions were given in 
3 cases. Three cases were complicated by pleural effusions, all on the 
side from which the ribs were resected. ‘There was no mortality. If 
after the resection of the ribs further operation is not thought ad- 
visable, the ribs can be preserved by refrigeration for use at subse- 
quent operation. 

The follow-up period varied from six months to twelve years. In 
7 of the 8 cases followed up, solid fusion of the spinal column was 
noted, while, in the eighth case, it was seen to be taking place six 
months after operation. In 2 of the 8 cases the curve increased slightly; 
in the others the curve had either remained stationary or improved 
slightly. Satisfaction concerning the cosmetic results was expressed in 
all cases, but in one case the vertebral rotation was so extreme that 
the vertebrae were just under the deformed ribs and their transverse 
processes caused the prominence to be in the main retained. X-rays 
six months after operation showed remarkable bone regeneration from 
the periosteum of the resected ribs, conforming to the new contour 
of the thoracic wall. Clinically the thoracic cage is rigid after about 
six months. 


CAUDA EQUINA COMPRESSION SYNDROME WITH 
HERNIATED NUCLEUS PULPOSUS. A REPORT 
OF EIGHT CASES 


J. DoucLas Frencu and J. T. PAYNE 


Rochester, N. Y. 


From the Department of Surgery, Division of Neurological Surgery, University of Rochester 
School of Medicine and Dentistry, the Strong Memorial Hospital; and the Rochester Municipal 
Hospital, Rochester, N. Y. 


Ann. Surg., 120:73-87, July 1944 


The authors present eight cases of cauda equina compression due 
to herniated nucleus pulposus proven by myelography and operation. 
The pathologic process was encountered at L-3 in one case, L-4 in four 
cases, and L-5 in three cases. There is a considerable similarity in 
the symptom complex presented by these patients. Their main com- 
plaints were pain in the back and both legs, numbness in the saddle 
area and/or both legs, weakness and sphincter disturbances. In most 
cases, there is usually a long antecedent history of back pain followed 
by an acute episode of rapid progression of the above symptoms. The 
physical findings were also quite similar in all patients. ‘The predom- 
inant findings were weakness or atrophy in the gluteal region or both 
legs, sensory changes in both legs, multiple reflex changes and sphincter 
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abnormalities. Narrowed -interspace, determined roentgenologically, 
was frequently present, and of differential diagnostic importance when 
found. Increased spinal fluid protein was the rule. Myelography 
showed complete or nearly complete subarachnoid block in all cases. 
The presence of marked subarachnoid inflammatory processes was 
demonstrated, and its possible importance in this condition is dis- 
cussed. ‘The difficulty in differentiating this clinical entity from cauda 
equina tumor preoperatively is apparent. 

The early patients were all explored, with a preoperative diagnosis 
of cauda equina tumor. ‘The operative findings were the same in all 
cases, namely, extruded nuclei pulposi severely compressing the dural 
sac. [hese were removed. ‘The dura was opened in the first 5 cases. 
Spinal fusion was done in 3 cases. All patients were relieved of their 
pain postoperatively, and were ambulatory and voiding spontaneously 
on discharge from the hospital after seventeen to seventy-seven days. 
The average period of hospitalization was thirty-six days. Longer hos- 
pitalizations were required for patients with fusion. Without fusion 
hospitalization was about thirty days. Follow- up varied from two to 
sixteen months. One patient did not return. Three were operated 
upon within three months and two of these had a two-month check-up. 
One patient had fairly extensive residual difficulty eight months after 
operation, including weakness of the left foot requiring use of a cane, 
and some vulvar anesthesia. ‘Iwo others had a slight limp two months 
after operation. ‘The remainder had no complaints when last seen. 
Two were reported working at their usual occupation, and one was 
repor ted as asymptomatic. Emphasis is placed on the danger of delay- 
ing operation. Myelography is indicated and has been used routinely 
by the authors for the last two years. 8 references. 2 plates. 2 figures. 
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tioner, 63:45-51, July 1944. (A brief survey of the main diagnostic problems 
from the physician’s point of view.) 

Cordotomy. E. W. Shannon, Boston, Mass. Ohio State M. J., 40:746-9, Aug. 
1944. (The author believes the ideal time for a patient to undergo a cordot- 
omy is as soon as the diagnosis of intractable pain has been mi: ide.) 


Acute Spinal Epidural Abscess. Wm. P. Boger, Bluefield, W. Va. Am. J. Surg., 
46:103-12, Oct. 1944. (A brief discussion of acute spinal epidural abscess is 
presented hoping it will bring to mind the clinical picture of this uncommon 
but recognizable syndrome.) 


Low Back Pain: Subluxations of Apophyseal Joints and Fractures of Articular 
Facets. W. G. Scott (Comdr., M.C., U.S.N.R.). U.S. Nav. M. Bull., 43:234-40, 
Aug. 1944. (Such lesions are stated to occur with far greater frequency as a 
result of the increase in trauma and strain incident to modern mobile war- 


fare.) tr. 
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Protrusion of the Intervertebral Disk. W. J. Gardner, Cleveland, O. Cleveland 
Clin. Quart., 11:77-9, July 1944. 

Operative Results in Intervertebral Discs. F. C. Grant, Philadelphia General 
Hospital, Philadelphia, Pa. J. Neurosurg., 1:332-7, Sept. 1944. (Discussion 
of operative results based on post-operative examinations of patients six 
months to five years after operation.) 


10. Peripheral Nerves 


EXPERIMENTAL STUDIES IN PERIPHERAL NERVE SUR- 
GERY: I. THE EFFECT OF SULFONAMIDE DRUGS 
UPON EXPERIMENTAL GUNSHOT WOUNDS 
INVOLVING PERIPHERAL NERVES 


LoyAL Davis, GEORGE PERRET and WALTER CARROLL 


Northwestern Univ. Medical School, Chicago, Ill. 
Surg., Gynec. and Obst., 79:245-49, Sept. 1944 


In experimental animals, wounds of the thigh were produced at 
short range with a rifle in such a way as to produce tissue destruction 
and severance of the sciatic nerve comparable to the usual wounds of 
modern warfare. Debridement of the wound and repair of the in- 
jured nerve were done in some animals immediately and in others at 
various intervals up to forty-eight hours after injury. In one series 
of animals, various sulfonamides were introduced into the wound at 
the time of debridement. In all groups the incidence of infection was 
definitely reduced by application of the sufonamide drugs at the 
time of debridement. In wounds treated immediately after injury, the 
incidence of infection was reduced from 38.2 per cent to 5 per cent by 
application of sulfonamides; in those treated six hours after injury, 
from 42.9 per cent to 10 per cent; in those treated twelve to eighteen 
hours after injury, from 54.5 per cent to 26.6 per cent; in those more 
more than twenty-four hours after injury, from 83.3 per cent to 55. 5 
per cent. When a sulfathiazole jelly was introduced into the bullet 
tract at the time of injury, and the wound was treated surgically 
twenty-four to forty-eight hours later with local application of sulfon- 
amides, the incidence of infection was reduced to 22.5 per cent, as 
compared with 83.3 per cent when no sulfonamides were used. 


EXPERIMENTAL STUDIES IN PERIPHERAL NERVE SUR- 
GERY: Il. THE EFFECT OF SULFONAMIDE DRUGS 
UPON THE REGENERATION OF PERIPHERAL 
NERVES 


LoyaL Davis, FrepERICK HiLcer, Georce Perret and WALTER CARROLL 


Northwestern Univ. Medical School, Chicago, Tl. 
Surg., Gynec. and Obst., 79:250-55, Sept. 1944 


In experiments on cats, the left sciatic nerve was sectioned and 
repaired immediately by end to end suture in one group, by implan- 
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tation of an autogenous graft in a second group, and by implantation 
of a homogenous graft in a third group. In some animals in each 
group a powdered sulfonamide drug was used around the repaired 
nerve, the remaining animals in each group being used as controls. 
In 2 animals for each sulfonamide drug (sulfanilamide, sulfathiazole 
and sulfadiazine), the nerve was not repaired, but the sulfonamide drug 
was implanted about the nerve trunk. Observation of the wounds and 
microscopic examination of the nerves showed that the application of 
sulfonamide drugs in the wound produced an increased amount of 
adhesions that fixed the nerve to the surrounding tissue. The sulfon- 
amide drugs also caused an increased mesodermal proliferation at the 
suture line and at the same time a more pronounced neurotization of 
the scar tissue in the suture line. This was in addition to the epineural 
and perineural reaction produced by the suture itself. Sufadiazine 
caused a more marked mesodermal reaction than the other sulfon- 
amides employed. But in no case was there a lasting chronic peri- 
neuritic inflammation. 

No conclusive evidence was found to indicate that the regeneration 
of nerve fibers, axis cylinder formation, myelinization, or absorption 
of myelin decomposition products is in any way affected by the sul- 
fonamide drugs in the wound. The sulfonamides did not interfere 
with the neurotization of autogenous or homogenous grafts or with the 
distal segment. It was observed, however, that in homogenous grafts, 
there was heteromorphous neurotization of the graft in animals treated 
with sulfonamides, while in the control animals the homogenous grafts 
showed isomorphous neurotization. ‘This may be attributed to the 
mesodermal reaction initiated by the sulfonamides. 


THE LATE CONDITION OF NERVE HOMOGRAFTS IN MAN 


J. Seppon and W. HoLMes 


Oxford, Eng. 
Surg., Gynec. and Obst., 79:342-51, Oct. 1944 


Where end-to-end suture is impossible in the surgical repair of 
nerve injuries, the only rational alternative is some form of nerve 
graft, though there is uncertainty as to the types of graft which can 
be used successfully, with autografts of small caliber the most prom- 
ising. Homografts and heterografts are the only alternatives to auto- 
grafting; these must be used fresh, after storage or when preserved by 
fixation. ‘The homograft is recognized as the only material giving 
promise of success. 

The results of homografting in man are quite discouraging with 
only 3 recorded successes and all upon the facial nerve. Four cases of 
human homografts, all failures, are reported in this paper. ‘The causes 
for this failure could be attributed to blood group incompatability,— 
an improbable factor; the development of a specific tissue immunity 
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such as seems responsible for the destruction of skin homografts; and 
failure of vascularization. 

‘The available evidence on hand tends to show that nerve homo- 
grafting, as a means of closing large gaps, is an unsound procedure. 
27 references. 
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in the Thigh: A Reflex Theory of Sensory Neuritis. Micael Kelly, Perth, 
W. A. Brain, 67:44-53, March 1944. (A case of nodular lipomatosis is de- 
scribed in which each subcutaneous lipoma was associated with hyperalgesia 
of a patch of adjacent skin.) 

Sutureless Reunion of Severed Nerves with Flastic Cuffs of Tantalum. P. Weiss. 
J. Neurosurg., 1:219:25, May 1944. 


Operative Position for Ulnar Nerve Transposition. Martin Dubelle and Samuel 
E. Proctor (U.S. Army Medical Corps). Am. J. Surg., 64:254-56, May 1944. 
(A presentation of an improved method of operative positioning of a patient 
for ulnar nerve transposition.) 

The Use of Discontinuity of Strength Duration Curves in Muscle in Diagnosis 
of Peripheral Nerve Lesions. Lewis J. Pollock, James G. Golseth and Alex 3. 
Arieff, Northwestern Univ. Medical School, Chicago, lll. Surg., Gynec. & 
Obst., 79:133-41, Aug. 1944. (Describes method used to obtain strength-dura- 
tion curves in experimental animals and in man. In a state of denervation, 
the strength-duration curve is continuous; appearance of discontinuity in such 
a curve is an indication of recovery.) 

A Splint for Radial (Musculospiral) Nerve Palsy. F. Brian Thomas (Major, 
R.A.M.C.), Swansea, Wales. J. Bone & Joint Surg., 26:602-605, July 1944. 

Diagnosis and Treatment of Glossopharyngeal Neuralgia. J. Grafton Love. 
Surg. Clin. North America, Mayo Clinic Number, 959-62, Aug. 1944. 

Some Aspects of Surgery of the Peripheral Nerves (Algunas aspectos de la 
cirugia de los nervios periferos). L. Vargas Salcedo. An. Fac. de med. de 
Montevideo, 28:618-31, 1943. 

Physiological Characteristics of the Muscles in Gunshot Wounds of the Motor 
Nerves. J]. M. Uffland. Biul. eksp. biol. med., 17:48-50, 1944. 


Treatment of Hypersensitive Carotid Sinus by Glossopharyngeal Nerve Section. 
Bronson §. Ray and Harold J. Stewart. J. Neurosurg., 1:338, Sept. 1944. 
(Report of two cases in which section of the glossopharyngeal nerve intra- 
cranially controlled fainting attacks due to carotid sinus syndrome.) 

Bilateral Nerve Deafness, Persistent Cough and Paroxysmal Hyperpnea due to 
Tumor in the Floor of the Fourth Ventricle. Daniel Weller, Lenox Hill 
Hospital, New York, N. Y. J. Neurosurg., 1:325-9, Sept. 1944. (Report of 
a case manifesting itself by unusual disturbances in the respiratory centers 
together with deafness.) 

Spa Treatment in the U.S.S.R. of Injuries to Peripheral Nerves. Brit. J. Phys. 
Med., 7:117-18, July 1944. (Treatment resulted in 70 per cent of patients be- 
ing returned to military duty under the combined treatment of electrotherapy, 
phototherapy, massage and exercises.) 

Lesion in Peripheral Nerve Resulting from Compression by Spring Clip. D. 

Denny-Brown and C. Brenner, Boston, Mass. Arch. Neurol. & Psychiat., 

52:1-19, July 1944. (Compression of nerve by a metal clip, exerting a tension 

of 170 to 430 gm. for 2 hours, induced transient paralysis lasting 5 to 18 days.) 
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11. Sympathetic Nervous System 


THE EFFECT OF POSTURE ON THE CIRCULATION BE- 
FORE AND AFTER EXTENSIVE SYMPATHECTOMY FOR 
ESSENTIAL HYPERTENSION. II. EFFECT OF CER- 
TAIN MECHANICAL INFLUENCES AND PAR- 
EDRINOL SULFATE (a-N-DIMETHYL-P-HY- 
DROXYPHENETHYLAMINE SULFATE) 

ON BLOOD PRESSURE AND 

PULSE RATE 
FE. E. GAmBiILL, E. A. Hines, Jr. and A. W. Apson 


Rochester, Minn. 
Proc. Staff Meet. Mayo Clin., 19:393-400, July 26, 1944 


The purpose of these studies was to attempt to modify blood pres- 
sure and pulse rate by use of the following: (1) A tight abdominal 
binder, (2) bilaterally inflated thigh cuffs, (3) binder plus thigh cuffs, 
(4) standing exercise and (5) paredrinol sulfate. In addition, the 
effects of some of these agents were compared to those obtained in the 
cold pressor test. Controlled observations preceded each of the 
studies. Each study was done before and after sympathectomy and, in 
most instances, with the patient on a tilt table which was horizontal 
or 60 degree head-up position. 

Considerable benefit was derived from use of the binder in cases of 
severe postoperative orthostatic hypotension. ‘The improvement was 
both subjective and objective. ‘The binder to be effective must be 
properly applied. 

Compared to control values, i.e., when cuffs were not applied, the 
application of cuffs to the thighs after sympathectomy resulted in an 
average increase of 28 mm. in systolic blood pressure and of 18 mm. in 
diastolic pressure and a decrease of 19 beats per minute in the pulse 
rate. ‘The beneficial effects were much greater in cases of postopera- 
tive orthostatic hypotension than in the other cases. In all cases the 
effect of releasing both cuffs was greater than that of releasing only 
one cuff. 

Application of a binder to the abdomen and cuffs to the thighs 
produced, in the head-up position after operation, a rise in systolic 
pressure which was twice as great as the effect they produced before 
operation. ‘The increase in diastolic blood pressure was more than 
31% times as great and the pulse rate was decreased five times as much 
as before operation. In general it seemed that the greatest increase 
in blood pressure and slowing of pulse rate occurred in most severe 
orthostatic hypotension and tachycardia. Exercise produced a greater 
rise in blood pressure before than after sympathectomy. 

Paredrinol sulfate in doses of 10 to 20 mg. was given subcutaneously 
to patients lying down and standing, about two weeks after the second 
stage of sympathectomy and after the patients had been up and around 
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for four or five days. It did not prevent but apparently did decrease 

the amount of orthostatic hypotension and tac hycardia. ‘These results 

suggest that paredrinol might be of use in counteracting excessive de- 
creases in blood pressure when certain patients begin to assume the 
upright posture after sympathectomy and while vascular adjustments 
are still imperfect. 11 references. 

REFERENCES TO CURRENT ARTICLES 

Hypertension. Keith S$. Grimson, C. E. Kernolde, Jr., and H. C. Hill, Durham, 
N. C. J. A. M. A., 126:218-21, Sept. 23, 1944. (Experimentally and clini- 
cally, the blood pressure altering effect of rest, sedation or anesthesia has been 
found variable though surgical prognosis, based on rest and sodium amytal or 
anesthesia tests, may be misleading.) 

Headache and Paroxysmal Hypertension: Observations Before and After the 
Surgical Removal of a Pheochromocytoma. Walter F. Kvale, Grace M. Roth, 
O. Theron Clagett and Malcolm B. Dockerty. Surg. Clin, North America, 
Mayo Clinic Number, 922-33, Aug. 1944. 

Sympathectomy as an Aid in the Relief of Familial Nonreaginic Food Allergy; 
Preliminary Report. Arthur F. Coca. Ann. Allergy, 2:213-24, May-June 
1944. 

Studies on Hypertension; The Site of Action of Angiotonin; The Pressor Effects 
of Angiotonin on Patients Having Essential Hypertension and Possible Re- 
lationships to the Pathogenesis of Essential Hypertension. ‘Texas Rep. Biol. 
& Med., 2:121-34, Summer, 1944. 

Presacral Neurectomy for Intractable Vesical Pain and Neurogenic Vesical 
Dysfunction. Charles E. Jacobson, William F. Braasch and J. Grafton Love, 
Mayo Clinic, Rochester, Minn. Surg., Gynec. & Obst., 79:21-26, July 1944. 
(Presacral neurectomy has been done in 37 cases of intractable vesical pain 
and in 25 cases of neurogenic vesical dysfunction. Permanent relief of pain 
resulted only occasionally, although partial or temporary relief was frequently 
obtained. Permanent improvement in vesical function was obtained in only 
one case, although temporary improvement was observed in several cases, last- 
ing more than a year.) 

Stellate Ganglion Block: A Definite Antero-lateral Approach. P. P. Volpitto and 
W. A. Risteen, Augusta, Ga. Anesthesiology, 5:491-94, Sept. 1944. (A definite 
method of blocking the stellate ganglion by an antero-lateral approach is de- 
scribed with a report of its successful use in over 500 injections.) 


12. Head and Neck 


TREATMENT OF METASTATIC CARCINOMA 
OF THE NECK 
JAMes BarreTT Brown and FRANK MCDOWELL 


St. Louis, Mo.. 


From the Department of Surgery, Washington University School of Medicine, St. Louis, Mo. 
Ann. Surg., 119:543-55, April 1944 


In carcinoma of the mouth and lips, there is a fair chance of cure 
even after metastases have occurred. Cervical metastases, however, 
occur with such frequency that any good plan for treating these 
patients must be directed toward the cervical nodes as well as the 
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primary lesion. ‘Treatment may consist of radiation or surgery or both 
combined. In the last fifteen years no five-year cures from roentgen 
radiation have been reported. In fact large series of cases have been 
treated by this method without a single cure. All reported five-year 
radiation cures have been from interstitial implantation of radon seeds 
directly into the nodes and surrounding tissues, often after surgical 
exposure. Auxiliary roentgen radiation has also been employed in 
some instances. After examining the records at Memorial Hospital 
over many years, Duffy found that there was never more than a 2 per 
cent variation in the 20 per cent cure for surgery and the 4 per cent 
cure for radiation of operable metastases. A&t the. present time, block 
surgical excision of the lymphatic-bearing areas of the neck gives the 
best prospect of cure in the greatest number of patients with metastatic 
carcinoma of the cervical lymph nodes. The absence of clinical en- 
largement of the glands does not exclude the presence of metastases, 
and most of the patients of this group should not be denied the 
improved prognosis offered by neck dissection. ‘The operation has a 
low mortality (below 5 per cent) and produces a worth-while per- 
centage of five-year cures. 

Contraindications to neck dissections include fixation of the metas- 
tases to the skull or vertebral column and widespread involvement of 
the anterior and posterior triangles on both sides of the neck. Bilat- 
eral complete dissections may be done in two stages if involvement of 
the second side occurs later and the first side has remained well. Fix- 
ation to the common carotid artery or vagus nerve is usually a contra- 
indication, but occasionally good results have been obtained. Fixa- 
tion to the lower jaw is not necessarily a contraindication, but the 
percentage of cures will be smaller. In several cases complete neck 
dissection on one side with upper neck dissection on the other side 
in one stage has been done in cases with bilateral upper neck 
involvement and unilateral lower neck involvement. ‘The highly 
malignant, anaplastic, “lympho-epitheliomas” of the hypo- and naso- 
pharynx and tonsillar region respond poorly to surgery but are 
radiosensitive and therefore usually treated by Coutard’s roentgen 
ray therapy. Indications for complete neck dissection and for bilateral 
upper neck dissection are presented. ‘The choice of treatment when 
the nodes are not clinically enlarged is radiation, surgery, or ex- 
pectant treatment. The present w riters feel that the only justification 
for expectant treatment is in very early, low-grade lip lesions where 
the incidence of metastases is lowest. 124 references. 3 tables. 5 
figures. 


{No doubt there will always be a difference of opinion relative to the selec- 
tion of radical neck dissection in those instances where no palpable nodes are 
present, until those who do the operation routinely show the percentage of 
instances in which the nonpalpable nodes contain cancer. If a large majority 
of such instances are negative for cancer, then it would seem justifiable in all 
such conditions (no palpable node) to wait until a node appears, while if the 
reverse is true, waiting would be proven wrong.—Eb. | 
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NECK DISSECTION FOR METASTATIC CARCINOMA 


JAMes BARRETT Brown and FRANK McDOWELL 





Washington Univ. School of Medicine, St. Louis, Mo. 
Surg., Gynec. and Obst., 79:115-24, Aug. 1944 


Central lesions such as carcinoma of the lower lip or floor of the 
mouth or alveolus anteriorly tend to metastasize to both sides of the 
neck. Other carcinomas, situated more laterally, as cancers on the side 
of the tongue or further back on the alveolus or floor of the mouth, are 
more apt to spread to the deep superior cervical nodes on one side and 
then down through the nodes adjacent to the internal jugular vein. 
When the local lesion can be controlled, radical neck dissections offer 
the best chance of cure in such cases. ‘Two types of neck dissection 
are employed according to whether the gland metastases are bilateral 
or unilateral—bilateral upper neck dissection and complete unilateral 
neck dissection. 

The operation of complete unilateral neck dissection is done by 
approximately the same technique as described by Crile in 1906. ‘The 
incisions used are the same. The block excised contains the subcutan- 
eous fat and fascia, the platysma and sternomastoid muscles, internal 
jugular vein, submaxillary gland and part of the parotid and extends 
internally as far as the ribbon, scaleni, levator scapulae, trapezius and 
mylohyoid muscles. With the technic described, the resected mass is in 
one piece, shaped somewhat like an inverted “L” and the involved 
nodes are ‘deep inside of it.” Sulfonamide powder may be lightly 
sprinkled over the surface of the wound before closing; three light 
rubber dam drains, from each of the three angles of the incision, are 
employed; and a large cotton waste pressure dressing is used. Endo- 
tracheal anesthesia (oxygen ether) is usually employed for this opera- 
tion, with the connections of the endotracheal tube carried up over the 
forehead and “out of the way.’ At the close of the operation the 
endotracheal tube is removed and a Magill airway tube inserted with 
its end suspended just above the glottis; both mouth and nasal suction 
may be employed to keep the throat clean and the airways patent 
while the patient is coming out of the anesthesia. Parenteral fluids may 
be given “for a day or two’; large doses of morphine or other respir- 
atory depressants are to be avoided. 

In most cases in which an upper neck dissection is indicated, the 
operation must be bilateral. For such operations a Kocher incision is 
used extending from one mastoid process to the other, crossing the 
neck 3 cm. below the angle of the jaw, on each side and just above the 
hyoid in the center. ‘The entire “cuff’’ of tissue is removed in one 
piece. The wound is closed with one drain from each mastoid angle, 
and a double drain in the midline. A large pressure dressing is used 
as in the unilateral operation. 

In some cases a complete unilateral dissection can be combined 
with an upper dissection on the opposite side. In a few patients who 
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Fic. 5. After it is made certain that the internal jugular, carotid, 
and vagus are out of the way, the lower end of the sternomastoid 
muscle is detached from the clavicle and sternum. 


have had a complete unilateral neck dissection with or without an 
upper dissection on the opposite side, a complete unilateral dissection 
on the other side has been done several months after the original opera- 
tion; there was one postoperative death “in this small group”; death 
was due to a subdural hematoma, indicating that intracranial venous 
pressure must be raised considerably in these cases. In other cases in 
which a bilateral upper neck dissection has been done, a unilateral 
complete dissection may be done later if nodes in the lower neck 
become enlarged; in such cases, in the latter operation, the submax- 
illary triangle is not entered. 

The combination of neck dissections with extensive mouth opera- 
tions is avoided if possible. Many of the primary lesions of the tongue, 
floor of the mouth, fauces and buccal mucosa may be treated with 
interstitial radon seeds, if bone is not involved. In alveolar carcinoma 
and in other cases in which bone is involved, a radical cautery opera- 
tion is done, usually with a neck dissection on the same side. 
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Fic. 6. The internal jugular vein is ligated and divided just above 
the clavicle (after which procedure the lower end usually disap- 
pears down behind the clavicle). Fat, connective tissue, and lym- 
phatics are dissected up out of the supraclavicular fossa in one 
block, severing the external jugular vein and several transverse 
cervical vessels in the process. The omohyoid musele is cut at 
the lateral and medial borders of the wound. The carotid sheath 
is stripped from the artery and the vagus nerve and reflected up- 
ward with the jugular. Brachial plexus, phrenic, and 11th nerves 
are seen and protected. 
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Fic. 7. Dissection is continued upward, leaving the muscles quite 
clean and reflecting the carotid sheath up with the block. At the 
hyoid level, the incision through the subcutaneous fat and fascia 
is carried forward to the midline and then upward to the opposite 
side of the chin (exposing more of the submental area than is 
shown on these drawings). ‘The digastric and stylohyoid tendons 
are seen just above the hyoid and the 12th nerve is found crossing 
the carotids at the same level, and is protected. The !1th nerve 
branch to the sternomastoid is seen. 
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Fic. 8. Cutting the digastric and stylohyoid tendons loose from the 
hyoid and dividing the former to allow better exposure of the up- 
per carotid sheath and the jugular bulb. The Ith nerve branch 
to the sternomastoid is cut (but the main trunk is protected) and 
the common facial vein is divided. (Smaller tributaries of the 
jugular have been omitted.) 
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Fic. 9. Facial and occipital arteries divided. Submaxillary gland 
rotated up out of its fossa and the 12th nerve is preserved. Dis 
section continued upward on the mylohyoid muscle to the jaw. 
The anterior belly of the digastric may be reflected up with the 
specimen, or it may be excised separately, but more of the sub 
mental area should be dissected than is shown here. 
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Fic. 10 


Fic. 10. High ligation and division of the jugular bulb. (The 
upper end is close to the skull and usually retracts upward out of. 
view.) Submaxillary duct is ligated and divided where it pierces the 
mylohyoid muscle, and with care in handling the lingual nerve. 
Chorda tympani branch of the lingual nerve to the submaxillary 
gland is cut. Lower end of the parotid reflected upward with the 
mass. Upper carotid sheath dissected free and included with the block. 
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Fic. 11 


Fic. 11. The entire block has been removed in one piece; cut 

ting the sternomastoid and digastric muscles off the mastoid; 

and dissection goes across the tail of the parotid and along the 

body of the lower jaw. Facial artery and vein ligated on the 

cheek. The remaining muscles, arteries, and nerves should be 
quite clean. Complete hemostasis secured. 
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Illustrations courtesy of Surgery, Gynecology and Obstetrics 
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PATHOLOGIC PHYSIOLOGY OF THE CAROTID GLOMUS 
(Ueber die pathologische Physiologie des Glomus Caroticus) 


R. VARA-LOPEZ 
Klin. Wchnschr., 22:445-46, June 1943 


Tournade and others have reported metabolic changes in chol- 
esterinemia and adrenalinemia following extirpation of the carotid 
glomus. Later Estelle observed a rise in blood calcium following 
glomus extirpation in man. Such a rise in blood calcium was not 
observed however in epileptics subjected to carotidectomy. Other 
writers likewise have observed a rise in blood calcium following ex- 
tirpation of the carotid glomus. Recently the present writer made a 
study of the blood picture, blood calcium and sedimentation rate 
before and after extirpation of the carotid body in 7 cases. Immedi- 
ately after the operation there occurred a rise in blood calcium with 
more or less diminution in blood potassium and: some change in the 
blood picture. ‘This increase in calcium was especially marked on the 
first day after operation but persisted for some time, though of less 
degree. ‘The blood picture showed a slight leukocytosis with poly- 
nucleosis. Observations on a series of patients subjected to operations 
in the vicinity of the carotid revealed no such changes. In two epi- 
leptics subjected to resection of the intercarotid nerve, in one case near 
the base of the skull and in the other near the carotid body, the rise in 
calcium was not so definite and very rapidly subsided. ‘These findings 
seem to indicate that the changes in the calcium and potassium levels 
of the blood depend upon extirpation of the carotid body. 


REFERENCES TO CURRENT ARTICLES 

Ludwig’s Angina and Anesthetic Complications. V. H. Frank, Philadelphia, 
Pa. J. Oral Surg., 2:271-4, July 1944. (This case was presented as one in 
which the patient underwent tracheotomy and extensive incisions for drain- 
age without an anesthetic because of a state of collapse.) 

Maxillary Cyst: Report of a Case. F. W. Coggan, Kalamazoo, Mich. J. Oral 
Surg., 2:268-70, July 1944. (A cystic tumor is presented resulting from the 
use of non-absorbable bone dressing of bismuth paste.) 

Unusual Cystic Condition of Maxillae and Premaxillae Involving Obliteration 
of Antrum of Highmore. L. J. Hunter. Brit. Dent. J., 76:210, April 21, 
1944. 

Maxillary Sinusitis with Orbital Cellulitis and Meningeal Reaction; Recovery 
(Sinusitis maxilar con celulitis orbitaria y reaccion meningea). P. Berruecos 
T. Analecta med., 4:no.4:13-16, 1943. 

The Placement of Incisions in the Neck. Emile Holman. San Francisco, Calif. 
From the Department of Surgery, Stanford University Medical School. Surg., 
Gynec. & Obst., 78:533-34, May 1944. 

Depressed Fracture of the Orbital Rim. With the Report of a Case Treated 
by Reduction through Caldwell-Luc Approach, with Maintenance of Position 
of Fragment by a Water-Inflated Balloon. M. R. Johnson (Lieut.-Col., M.C., 
A.U.S.). Surg. Clin. North America, 24:340-47, Apr. 1944. 

Prognathism of the Inferior Maxilla (Prognatismo del maxilar inferior). O. 
Ivanissevich. Bol. Acad. argent. cir., 28:153, May 3, 1944. 
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Method of Fixation in Fractures Involving the Maxillary Antrum. Ernest E. 
Scharfe, Montreal General Hospital, Montreal, Canada. Canad. M. A. J., 
50:435-37, May 1944. (Describes methods of reduction and fixation of frac- 
tures of the maxillary antrum not involving the alveolus. The method of 
fixation described requires an intact alveolus. Two illustrative cases _re- 
ported.) 


13. Oral Surgery 


CLOSURE OF DEFECTS OF LIPS WITH COMPOSITE 
VERMILION BORDER-LINED FLAPS 
Hans May 


Philadelphia, Pa. 
Ann. Surg., 120:214-23, Aug. 1944. 


Defects of the lips, large enough to prevent direct closure, can be 
closed by transplantation of flaps either from the immediate neigh- 
borhood or from some distant part. If possible, composite vermilion 
border-lined flaps shifted or rotated from the immediate neighbor- 
hood should be chosen—distant flaps having the disadvantage of re- 
quiring considerable amount of time for their transplantation, differ- 
ence in skin color and texture, and loss of function. 





Fic. 1. (a) Triangular defect of lower lip not 
larger than one-half the width of the lip. The 
defect includes the lower border of the left co 
ner of the mouth. ‘To close the defect, a ver- 
milion border-lined flap is to be rotated from 
the upper lip and the nasolabial region. The 
pedicle of the flap containing the coronary ar- 
tery is to replace the corner of the mouth. The 
flap should be made one-half as wide as the 
defect in order to shorten upper and lower lip 
proportionately. (b) The flap is rotated into the 
defect. The secondary defect is closed by sutut 
ing the wound edges together. 


The author recommends Estlander’s operation for closure of ver- 
tical lip defects not larger than half the width of the lip, with Burow’s 
method for closure of defects of the lower lip and chin of not larger 
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than three-quarters the width of the lip. Closure of defects of the entire 
lower lip and chin is performed with a lined flap from distant parts of 
the body, particularly for square, irregularly-shaped defects. 

The author describes various operations to close defects of the lips 
alone, or lips, chin and cheek, with composite vermilion border-lined 
flaps from the neighborhood. Stress is placed on the fact that only 
methods have been selected which have proven to be of practical value. 
16 references. 10 figures. 











(a) (b) 


Fic. 2. (a) Burow’s method of closure of triangular defects of lower lip and chin, of not 
larger than three-quarters the width of the lip: Closure of the defect by shifting tissue 
from the immediate neighborhood into the defect after sacrificing two triangles of tissue 
in the nasolabial region. The excision of the triangles should consist of skin and muscle 
only. The incision of the mucous membrane floor of the triangular defect is out- 
lined. If turned Jutward, the mucous membrane flaps lengthen the vermilion border. 
\ small triangle of skin near the corner of the mouth needs to be removed for adjust- 
ment of the mucous membrane flap. A horizontal incision below the chin may facilitate 
shifting of the main flaps. (For details, see text.) (b) After closure of prifhary and 
secondary defects. 


























Fic. % (a) Modified Dieffenbach’s method for closure of large defects of lower lip 
and chin: Heart-shaped excision of lower lip and chin is outlined, also the two 
square flaps which are to cover the defect. Two small flaps at corner of mouth 
are preserved; the inside incisions for mobilization of the flaps from the mandible 
and from the anterior border of the masseter muscles are outlined by dotted lines, 
also the small mucous membrane flaps for formation of the vermilion border. 
(b) The right flap is mobilized; the small mucous membrane flap is sutured to the 
outer edges of the main flap; the left mucous membrane flap for formation of the 
vermilion border is being freed. (c) Closure of the triangular muscle and mucous 
membrane defect in front of the masseter muscle by mobilization of the mucous 
membrane as far as possible and transplantation of a flap consisting of the lower 
anterior half of the masseter muscle. The mobilization of the flap is exaggerated 
in this drawing for demonstration purposes. (d) The original and secondary 
defects are closed. 


Illustrations by courtesy of Surgery, Gynecology and Obstetrics. 
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CHEMOSURGICAL TREATMENT OF CANCER OF THE LIP; 
A MICROSCOPICALLY CONTROLLED METHOD 
OF EXCISION 


FREDERIC E. Mons 


State of Wisconsin General Hospital, Madison, Wis. 
Arch. Surg. 48:478-88, June 1944 


The chemosurgical method of excision has been previously de- 
scribed by the author (1941); it was devised for the excision of accessible 
forms of cancer under microscopic control. The procedure includes 
chemical fixation of the tissue in situ, systematic excision of cancerous 
tissue, and microscopic examination of excised tissue until a cancer-free 
surface is reached. In treating cancer of the lip by this method, the 
skin surrounding the cancer is shaved, crusts and scales are removed 
from the surface of the tumor, and a keratolytic (dichloroacetic acid or 
a saturated solution of trichloracetic acid) is applied until the surface 
becomes white. ‘This is necessary to render the keratin layer permeable 
to the zinc chloride fixative. ‘The fixative at present employed by the 
author is made up as follows: 40 gm. of stibnite (80 mesh sieve); 10 
gm. of powdered sanguinaria; and 34.5 cc. of saturated solution of 
zinc chloride. ‘This fixative is applied to the cancer, in a thickness 
varying from less than | mm. to 3 mm. or more according to the 
depth of penetration necessary. With large cancers the amount of the 
fixative employed for the first application is large, but this can be 
reduced ‘‘as a cancer-free level is approached.” ‘The fixative after 
application is covered with cotton; then an over-lapping gauze cov- 
ered cotton dressing spread with petrolatum and fixed with strips of 
adhesive tape is applied transversely following the contour of the 
tumor. ‘This dressing is air-tight. In some cases additional tapes are 
used to hold the dressing in place. While the dressing is in place, the 
patient takes fluids through a glass tube or a straw. In some cases 
analgesics are not required, but they should be employed if the patient 
complains of pain. After twenty-four hours, the first layer of tissue 
that is fixed is excised with a scalpel; this causes neither pain nor bleed- 
ing unless the incision is carried too deeply. If bleeding does occur 
it can be controlled by pressure with gauze impregnated with the 
fixative. When this first layer of tissue is excised, the cancerous tissue 
which is of a dead white color and “‘crumbly”’ consistency; can usually 
be clearly differentiated from the normal tissue which is of a gray 
color and firm consistency. Specimens of the cancerous tissue are taken 
for pathologic examination. ‘The fixative is again applied to any 
remaining cancerous tissue, and the process repeated. When the 
extensions of the cancer are too small to be detected in situ, immediate 
microscopic examination of several specimens from the under surface 
of the excised layer is made by frozen sections. When the exact loca- 
tion of the cancerous area is determined by this method, the fixative 
is reapplied only to the cancerous areas, and excision of the fixed layer 
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Fic. |. Example of dressing used for a large cancer of the lip. 


from each of these areas is done in twenty-four hours. ‘This process 
is repeated until a plane completely free of cancer tissue is reached. 
The wound is then covered with a petrolatum gauze or cotton dressing, 
and the final layer of fixed tissue removed three days later by “‘snipping 
the holding strands of fibrous tissue with scissors;’’ or it may be allowed 
to separate spontaneously. A vascular granulation tissue results and 
epithelization occurs rapidly; either a petrolatum gauze dressing or 
petrolatum applied directly to the wound is used during the healing 
process. ‘This usually gives a satisfactory cosmetic result unless the 
cancer is extensive and much tissue has been removed. If plastic 
repair is necessary, the lip tissues are in a favorable condition for this 
procedure. 

The author has treated 197 squamous cell carcinomas of the lower 


First Excision 
__-Gancer grossly visible 


Second Excision 
---Ca ncer_grossly invisible 









Fic. 2. Diagram illustrating the chemosurgical technic: A (front view), cancer of the lower lip, 
indicated by stippled area, with outgrowths a, b, c and d. After daily chemical fixation of the 
tissues in situ, excisions are carried out at the four levels indicated. After the first excision 
the cancer (in this example) is grossly visible, but after the second excision the cancerous 
tissue cannot be recognized grossly. Therefore, the second excised layer is divided into speci- 
mens and mapped as shown in B (top view). Frozen sections cut through the under surtace 
of the specimens reveal cancer in areas a, b, c and d, corresponding to the downgrowths in A. 
Only the cancerous areas are again fixed and excised, and the process is repeated until a 
cancer free plane is reached. 


Illustrations by courtesy of Archives of Surgery. 
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lip by this method, but only 176 of these patients have been under 
observation for six months or more. In 172 of these cases, 97.7 per 
cent, the primary lesion was completely eradicated; the chemosurgical 
treatment failed in only 4 cases. Metastasis to the regional lymph 
nodes occurred in 20 patients, including the 4 whose primary lesion 
was not eradicated. When lymph node metastases are operable, pa- 
tients are referred for surgical neck dissection; only inoperable sub- 
maxillary nodes, with large submaxillary masses firmly adherent to the 
mandible and other structures, are suitable for chemosurgical treat- 
ment. The technic of treatment is “essentially the same” as for the 
primary lip cancer. Of the 176 patients under observation for at least 
six months, 168 have been followed up for over six months; 154 or 
91.7 per cent are living and free from cancer. Of 73 cases followed 
up for three years or more, 65 or 89 per cent are free from cancer; of 
32 patients followed up for five years or more 28 or 87.5 per cent 
are free from cancer. 

The same method of chemosurgical treatment has been used in 
8 cases of cancer of the upper lip, a relatively uncommon lesion; 7 of 
these patients were followed up for six months or more; of these 5 are 
free from cancer; of the 4 patients followed up for five years or more 
2 are free from cancer. ‘The chemosurgical method has also proved 
useful in basal cell carcinoma, hemangiomas and other neoplasms of 
the lip and in the treatment of precancerous lesions of the lip—kera- 
toses, ulcers, fissures and leukoplakia. Of 16 patients with leukoplakia 
treated, 10 have been followed up for two months to six years (average 
two years) and in no case has there been any recurrence of malignant 
change. 

[The chemosurgical treatment for carcinoma of the lip presents an interest- 
ing approach to the problem of therapy of neoplastic diseases. This method 
is more tedious and time-consuming than the customary operative procedures 
for carcinoma of the lip. If this chemosurgical method stands the test of time 
and better results are obtained than have thus far been observed with radical 
surgery supplemented by x-ray or radium therapy, then we may consider the 
new method as an advance in the treatment of neoplasms.—Eb. | 


RESTORATION OF THE POWER OF SPEECH FOLLOWING 
INJURIES OF THE TONGUE (Ueber die Wiedererlangung der 
Sprechfahigkeit nach Zungenverletzungen ) 


G. PANCONCELLI-CALZIA 
Deut. Militararzt, 8:270-271, May 1943 


The prognosis with regard to recovery of speech following injuries 
of the tongue is usually good. ‘The patient is usually put through a 
course of exercises designed to re-educate the patient in the formation 
of certain sounds affected by the injury. Very little appears in the’ 
literature concerning the use of prostheses for tongue defects. In 1561 
Paré described a wooden prosthesis about tHe size of a five-mark piece 
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that was used for this purpose. During the past forty years there have 
been only two references to the subject, one by Ehrmann in 1894 and 
another by Nadoleczny in 1929.. ‘The latter suggested the use of a 
small rubber ball. Payr had filled a small rubber sac with glycerine 
which could be attached to a tooth by means of a suture. ‘They were 
intended to be introduced either for the purpose of speech exercises 
or when the patient wished to talk. A prosthesis must reach the dental 
margin for production of the sounds ¢, d, n and | or backward for the 
production of i, a, k, g, etc. Dental prostheses might aid in diminish- 
ing the upper oral space and in bringing the dental margin closer to 
the tongue. ‘The author feels that phonetic treatment is preferable 
whenever possible, but the merits of these prostheses should be tested 
and modifications and improvements developed. 


COMMINUTED FRACTURES OF MANDIBLE; A REPORT ON 
25 CONSECUTIVE CASES FROM A PLASTIC 
AND JAW UNIT EM S 


J. B. CuTHpert 
Lancet, 1:748-50, June 10, 1944 


In 11 cases of comminuted fracture of the mandible treated in 1940 
and 1941, treatment was “essentially conservative;’’ immobilization 
was usually obtained by interdental fixation; submandibular drainage 
was provided only when there was definite clinical evidence of sup- 
puration, not as a routine. In these series, there were 5 cases of non- 
union; where union was obtained, treatment was prolonged (averaging 
more than twenty-eight weeks), and operation for the removal of 
sequestra was the rule. 

In the second series of comminuted fracture of the mandible (14 
cases), treated in 1942 and 1943, the treatment was much more radical; 
in most cases, the fracture was explored by submandibular incision and 
all bone fragments were removed except large fragments of “almost 
certain viability.” In 5 cases, in which comminution was “‘gross,”” no 
attempt was made to secure union by natural repair, but the com- 
minuted bone was completely removed at operation, the wound 
allowed to heal by io ago and bone grafting done early (from the 
third to the fourteenth week) by the cancellous chip sce ‘grafting 
method developed by Rainsford Mowlem. In these 5 cases bony union 
was obtained in ten to twenty weeks. The bone used for the grafts 
was cancellous bone from the ilium, divided into “roughly pyramidal’’ 
chips about | cm. long. In the cases in which bone grafting was not 
necessary, the longest period required for bony union was twenty 
weeks (in one case); in the other cases bony union was obtained in 
four to eight weeks, usually within six weeks. There were no cases of 
non-union in this series; and removal of sequestra was necessary in 
only 2 cases. 











have 
and 
of a 
rine 
were 
cises 
‘ntal 
the 
1ish- 
r to 
able 
sted 


ON 


1940 
tion 
nage 
sup- 
non- 
ging 
1 of 


(14 
ical; 
and 
most 
” no 
com- 
yund 
1 the 
ting 
nion 
rafts 
dal”’ 


not 


enty 
d in 
es of 
y in 








QUARTERLY REVIEW OF SURGERY 61 





BLOOD AND LYMPH VESSEL TUMORS INVOLVING. THE 
MOUTH 


Don H. BELLINGER 


Detroit, Michigan 
Division of Oral Surgery, Henry Ford Hospital 
J. Oral Surg., 2:141-51, April 1944 


Following a discussion of differential diagnosis of hemangioma of 
the mouth and a classification of the types encountered, including the 
capillary and cavernous and mixed capillary-cavernous types, the 
author proceeds to a consideration of their treatment. He emphasizes 
the need for considering methods associated with minimum disfigura- 
tion. The radiosensitivity of these lesions varies in inverse proportion 
to the person’s age, the percentage of regressions being higher at 3 
months of age that it is at 6 months with the use of x-rays and radium. 
For this reason, if irradiation is selected as the method of treatment, 
it should be applied as soon as the lesion is detected. Repeated appli- 
cation of carbon dioxide snow is effective in the management of 
superficial capillary lesions, provided they are free from pigment de- 
posits. Only very superficial lesions can be treated in this way, as 
attempts at deeper penetration are followed by ulceration. For the 
deeper types of capillary lesions various surgical procedures are em- 
ployed. ‘They entail the surgical excision of the involved skin and its 
replacement with full thickness grafts or flaps from adjacent or remote 
areas. Wherever possible, the use of multiple partial excisions gives 
the best cosmetic results. ‘The cavernous hemangioma involving the 
oral mucosa is best treated by surgical excision unless it has become too 
extensive to justify surgery. In extensive lesions, especially of the 
tongue, sclerosing solutions are recommended, such as sodium mor- 
rhuate, which causes thrombosis of the blood channels with resulting 
fibrosis and elimination of the blood spaces. ‘The local reaction is 
allowed to subside before making another injection. 

In small circumscribed lymphangioma excision is recommended, 
and in larger tumors a series of excisions. In tumors of the tongue, 
wedge-shaped excisions may so reduce the size of the tumor that it can 
be contained within the mouth. Sclerosing solutions are ineffectual 
and lymphangiomas are radioresistant. , The tendency to recur is rather 
strong and increases with age. 4 references. 9 figures. 

REFERENCES TO CURRENT ARTICLES 

Ameloblastoma: Report of a Case. N. H. McDonald, Richmond, Va. J. Oral 
Surg., 2:275-7, July 1944. é 

A Plastic Operation for Lengthening the Congenitally Short Upper Lip. John 
F. Ford, New York, N. Y. J. Oral Surg., 2:260-5, July 1944. (The plastic 
operation described had uniformly successful results in 7 patients.) 

Osteotomy for the Correction of Mandibular Malrelation of Developmental 
Orig. R. O. Dingman, Ann Arbor, Mich. J. Oral Surg., 2:239-59, July 


1944. (Fifteen cases of mandibular malrelation were corrected by osteotomy 
through the ascending ramus.) 
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Cleft Palate. John W. Kemper, Ann Arbor, Mich. J. Oral Surg., 2:227-238, 
July 1944. (The surgeon who accepts treatment of a case of cleft palate 
assumes great responsibility with obligations to patient as a surgeon, coordina- 
tor, consultant and guide.) 

The Development of the Treatment of Jaw Fractures. I. L. Schwartz, New 
York, N. Y. J. Oral Surg., 2:193-221, July 1944. (Military surgery has been 

— for testing and applying new discoveries as well as reemphasizing 

old ones, with treatment of jaw fractures being an accompaniment of the 
Crimean War of 1854-5.) 

Soft Tissue Surgery. B. E. Luck, Lansing, Mich. J. Oral Surg., 2:222-6, July 
1944. (Conservative measures in dealing with soft tissues and osseous sup- 
porting tissues prevent post-operative complications.) 


14. Plastic Surgery 


BIOLOGIC RECOVERY OF NECROTIC SKIN GRAFTS FOL- 
LOWING APPLICATION OF HISTAMINE (Recuperacion bio- 
' logica de los trasplantes cutdneos condenados a necrosis, 
por medio de la histamina) 


ANTONIO PRUDENTE 
Rev. Paulista de med., 23:262, Nov. 1943 


Following a discussion of the pharmacologic action of histamine, 
its vasoconstrictor effect on the arteries and vasodilator action on the 
capillaries, the author proceeds to describe various types of skin grafts 
and the mechanism of necrosis which occurs so frequently. He 
ascribes the latter to resistance to the passage of arterial blood offered 
by thrombosis of the veins. ‘This resistance gives rise to a progressive 
increase in pressure leading to apolexy of the graft. Based on these 
considerations, he used histamine in 9 skin grafts with very good 
results. The histamine was rubbed on the graft 2 to 3 times daily. 
Better results are obtained if the skin is scarified in several places 
with a fine scalpel. 

{The use of histamine may have a place in the handling of some skin graft- 
ing procedures, but it should be considered as an “experimental procedure” 
until more information is available about its merits and limitations. It is doubt- 
ful that a “necrotic” skin graft could be salvaged by histamine or any other 
medication.—Eb. | 


PENICILLIN AND SKIN GRAFTING 
JoHN WinsLtow HirsHrecp, MATTHEW A. PILLING, CHARLES WEsLEY Buccs 
and WILLIAM E. ABporrT 


Wayne Univ. College of Medicine, Detroit, Mich. 
J.A.M.A., 125:1017-19, Aug. 1944 


In skin grafting of infected third degree burns with split thickness 
grafts, the authors have found that in about one third of the cases, 
25 per cent or more of the graft was lost because of the infection. In 
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17 patients, 19 skin grafting operations were done on infected third 
degree burn sites, and the patients were given penicillin intramuscu- 
larly. Ihe first dose of penicillin was usually given twelve hours 
before operation and treatment was continued until the time of the 
first dressing. ‘he usual dose was 5,000 units every hour or 10,000 
units every two hours; in some cases 10,000 units were given every 
two hours; in a few cases smaller doses, 1,000 to 2,500 units every 
hour, were employed. In all but one of these cases from 90 to 100 
per cent of the graft took; in one case only 80 per cent of the graft 
took; the loss in this case was probably due to failure of the dressings 
to hold the grafts in place. ‘The use of penicillin in these cases of 1n- 
fected third degree burns was found to be of definite value in facilitat- 
ing skin grafting. It made early skin grafting possible in most cases as 
soon as the slough had separated without waiting for preparation of 
the granulating area. The skin grafting operation was done within 
three or four weeks after the burn had occurred in all but 5 cases. ‘The 
use of penicillin definitely increased the percentage of takes in infected 
burns, as compared with the authors’ previous experience. Cultures 
taken at the first dressing from the margins of the grafts, however, 
showed that the bacterial flora was about the same as that found on 
the granulating surface before grafting. Penicillin apparently holds 
the infecting organisms in check until “the skin has a chance to be- 
come established in its new bed.” 

[This is a very encouraging report and deserves attention. Aside from the 
point that the use of penicillin permits earlier grafting of third degree infected 
burns with increased percentage of “takes,” there is also the possibility that 
thicker grafts than have been previously considered advisable for infected 
granulating wounds may now be used with greater safety. An additional point 
is that penicillin may prevent “low grade infection” in the donor area which 
sometimes delays healing for an annoying period of time.—Eb. ] 

REFERENCES TO CURRENT ARTICLES 

Facial Deformity and Change in Personality Following Corrective Surgery. 
Chas. M. MacKenzie, Spokane, Wash. Northwest Med., 43:230-31, Aug. 1944. 
(Discussion of three cases of correction of pronounced facial deformity by 
appropriate surgery and dentistry.) 

Heterogeneous Skin Grafts by the Coagulum Contact Method. H. J. Harris, 
Los Angeles, Cal. Am. J. Surg., 45:315-20, Sept. 1944. (Presenting 9 cases 
treated by the Sano method of skin grafting by providing adhesion of the 
graft to its bed through the use of plasma.) 

Critical Analysis of Mammectomy and Free Transplantation of the Nipple in 
Mammaplasty. Am. J. Surg., 45:364-67, Sept. 1944. (Mammectomy, as a plastic 
method for benign hypertrophy, is a crippling procedure injurious to the 
physical and mental health of the patient.) 

Breast Tissue as a New Source for Heterogeneous Implants. Else K. La Roe, 
New York, N. Y. Am. J. Surg., 46:58-67, Oct. 1944. (Tyrode modification 
has proved to be the ideal preservative for human tissue and is recommended 
in cases of inflammatory reaction and of disturbed post-surgical blood cir- 


culation as a therapeutic means with its ther rapeutic action due to electrolytic 
properties of the preparation.) 





64 QUARTERLY REVIEW OF SURGERY 


Two Plastic Operations for Repair of Orbit Following Severe Trauma and Ex- 
tensive Comminuted Fracture. J. M. Converse. Arch. Ophth., 31:323-25, 
April 1944. 


Vertical Shortening Deformities of the Eyelids: Plastic and Reconstructive Sur- 
gical Correction. Daniel B. Kirby. From the Department of Ophthalmology, 
New York University College of Medicine and Bellevue Hospital. Surg. 
Clin. North America, 24:348-69, April 1944. 


The Surgical Correction of Congenital Cleft Palate. Harold S. Vaughan. From 
the Department of Surgery, New York Post Graduate Medical School and 
Hospital. Surg. Clin. North America, 24:370-80, April 1944. 


Cartilage Grafting. Lyndon Peer. Surg. Clin. North America, 24:404-19, April 
1944. 

Principles of Anesthesia in Plastic Surgery. Virginia Apgar. Surg. Clin. North 
America, 24:474-79, April 1944. 

Artificial Dressings in Surgery of the Face and Jaws (Verbande aus Kunststoff in 


der Kiefer and Gesichts-chirurgie). O. Wirth. Deutsch. zahnarztl. Wchnschr., 
46:393, 1943. 


15. Thyroid and Parathyroid 


THE ENDOCRINE ASPECT OF ENLARGEMENTS OF THE 
PARATHYROID GLANDS 
OLIVER CoPE 


Boston, Mass. 
Surgery, 16:273-88, Aug. 1944 


Disease associated with tumor or hyperplasia of the parathyroid 
glands has usually been regarded as a surgical rarity merely because 
of its infrequent diagnosis. For years it was wrongly believed that 
parathyroid enlargement was secondary to the bone abnormalities 
and it was not until 1925 that Mandl tested the concept that the 
parathyroid tumor was the cause of bone changes when, after excising 
a parathyroid tumor from a patient with von Recklinghausen’s disease, 
calcium was again deposited in the bones and hyperparathyroidism 
was established as an entity. 

As a result of Mandl’s discovery and various experimental obser- 
vations, the idea prevailed that the parathyroid hormone acts directly 
on bone and that any functional disturbance of the parathyroid glands 
must necessarily result in bone changes. It is unfortunate such a con- 
cept arose for until physicians learn the correct relation of the bone 
disease to the parathyroids, only the less frequent type of hyperpara- 
thyroidism will be recognized. 

The majority of patients with von Recklinghausen’s disease seen at 
the Massachusetts General Hospital have shown no bone changes. 
Since hyperparathyroidism is an endocrine disease, credit should be 
given the endocrinologist for recognizing its widespread nature. Pri- 
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mary hyperparathyroidism per se causes no specific symptoms. The 
elevated blood serum calcium level, resulting from excess of the para- 
thyroid hormones, is associated with diminished muscle tone, while 
the lowered blood serum phosphate level, the second classic blood 
finding, causes no recognizable symptoms. ‘The third important ab- 
normality of metabolism, increased calcium production, produces 
occasional polyuria and polydipsia. 

The commonest complication of hyperparathyroidism is precipita- 
tion of calcium in the urinary tract, with another complication show- 
ing itself in decalcification of the bones. The renal complications of 
hyperparathyroidism are more common than those of the bones. The 
classic bone disease form of hyperparathyroidism is readily established 
by the roentgenogram but patients with the renal complications, with 
little or no bone disease, can only be diagnosed after persistent study 
of their cases,—sometimes only when the offending gland has been 
excised and metabolic changes demonstrated. 

The salient features of the action of the parathyroid hormone are: 
(1) control of the distribution of calcium and inorganic phosphate 
ions in the blood and body fluids; (2) the primary site of action of the 
hormone is probably in the kidney; (3) the decalcification seen in 
cases of hyperparathyroidism is due to the hormone’s action in in- 
creasing calcium excretion. It is not understood why bone reserves 
are called upon to feed the disease giving rise to complicated osteitis 
fibrosa cystica instead of simple decalcification or osteoporosis. A rapid 
removal of calcium with overactivity of foreign body giant cells may 
have something to do with giant tumor formation so characteristic of 
this specialized form. 

With kidney stones a complication of hyperparathyroidism, physi- 
cians must understand the physiology of the disease so as to differenti- 
ate stones due to hyperparathyroidism from those due to other causes. 
Calculi provide the commonest renal symptoms of the disease. The 
increased output of calcium by the kidney results in a urinary super- 
saturation with calcium precipitating out as a phosphate salt because 
of the phosphate ion being always in excess. On the other hand, if oxa- 
late is present, calcium oxalate may be formed, particularly if the 
urine be acid. If the precipitation starts in a calyx or pelvis of the 
kidney, stone formation results. 

The incidence of hyperparathyroidism in cases of the renal stones is 
unknown though the author believes this hormone disease accounts for 
between 10 and 15 per cent of stone cases. “The development of renal 
impairment alters the character of the disordered metabolism. With 
progressive renal calcification or nephritis from ascending sepsis, the 
kidney fails to excrete excess calcium produced by overactive para- 
thyroids though the excess is excreted by the large bowel and the cal- 
cium level of the blood remains as before. 

The suggestion is laid down that when confronted with a renal 
stone, we must exclude hyperparathyroidism as the cause. A blood 
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serum protein determination is taken with the calcium, for, if the 
protein is low, the protein-bound (non-ionized) fraction will be less. 
In this case, a normal total calcium level represents an increased 
ionized calcium which would be consistent with hyperparathyroidism. 

Although hyper parathyroidism may result in impaired renal func- 
tion, the reverse occurs. The current theory for this is that in patients 
with chronic nephritis and decreased kidney function, phosphate mav 
not be excreted in normal amounts thus backing up in the body 
fluids. ‘This rise in phosphate ion concentration depresses the calcium 
ion to below normal levels which in turn calls forth a compensatory 
overactivity of the parathyroids 1 in an attempt to maintain calcium at 
normal level. This strain upon the parathyroid apparatus results in a 
cellular hyperplasia. 

Enlargements of the parathyroid glands are due either to hyper- 
plasia or neoplasia with disordered function invariably associated with 
the former. ‘The hyperplasias with hyperfunction are classed as _pri- 
mary or secondary while the adenoma may or may not be accompanied 
by hyperfunction. Secondary atrophy of the uninvoluted glands in 
the presence of a hyperfunctioning adenoma is common and of surgical 
importance. ‘This secondary atrophy can be grossly recognized by a 
surgeon. 

Medical therapy in the form of high calcium diet has been recom- 
mended for hyperparathyroidism; unfortunately this multiplies the 
load of the kidney while sparing the bones. Rapid calcification of renal 
tubules and stone formation may result in impaired renal function. 
Stones can be removed, but impairment due to renal calcification is 
irreversible. ‘The treatment of parathyroid enlargements, tumors or 
hyperplasias is surgical. If a tumor is not accompanied by disordered 
function, it should be excised with capsule intact: if, however, the 
tumor is malignant, radical excision, including the area of lymphatic 
drainage is indicated with postoperative irradiation employed. 23 refer- 
ences. 3 tables. 


POSTOPERATIVE COMPLICATIONS OF THYROIDECTOMY 
FRANK H. LAHEY 
Surg. Clin. North America (Lahey Clinic No.) 24:491-500, June 1944 


The following postoperative complications of thyroidectomy are 
discussed: hemorrhage (venous and arterial), tracheal obstruction, 
tetany, crisis, recurrent laryngeal paralysis, mucus, wound complica- 
tions and the too early removal of drains in intrathoracic goiter 

The hemorrhage which occurs beneath the skin flap following 
thyroidectomy is of venous origin, and that occurring beneath the 
sutured muscles is of arterial origin. In case of the former type, the 
patient should be taken back to the operating room, the skin flap 
elevated, bleeding points ligated and the skin flap replaced. In the 
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arterial type of hemorrhage life may be dramatically saved by proper 
management. Progressive respiratory distress of the tracheal obstruc- 
tive type should rouse suspicion of arterial hemorrhage. Immediate 
investigation is indicated. The situation may be so desperately urgent 
that it may be necessary to rip open the wound without asepsis or 
usual precautions, pull the sutured prethyroid muscles apart and bail 
out the clots to relieve symptoms. Gauze may be introduced with mod- 
erate finger pressure to control arterial bleeding until the arterial 
points can be ligated. Nearly a dozen patients have been saved by 
such measures. In some cases a tracheotomy has been of hel 

The author describes two plans. which have been used at the Lahey 
Clinic for several: years for obviating the danger of: postoperative 
hemorrhage. In all cases, the inferior thyroid artery is new. tied: in 
continuity outside the gland close to the point where it emerges from 
behind the common carotid artery, thus practically eliminating the 
possibility of secondary hemorrhage from the branches of the inferior 
thyroid artery. Novcase of tetany has resulted. For some time it has been 
the custém aftér completion of a subtotal thyroidectomy to grasp the 
ligated stump of the superior thyroid artery with a right angle clamp 
and to’ put on ‘another precautionary tie just above the first one to 
insure ‘against slipping of the tie. 

The author ‘is strongly of the opinion that when a patient has 
persistent trouble with breathing following a subtotal thyroidectomy, 
even if not due to. the type of hemorrhage described, tracheotomy 
should be promptly performed. It is much better to perform an oc- 
casional unnecessary tracheotomy than to lose a single patient because 
of failure to take this precaution. ‘There should be no hesitancy in 
doing a tracheotomy at any stage postoperatively when respiratory 
difficulties: indicate it. When a subtotal thyroidectomy is performed, 
the isthmus of the thyroid gland should be removed, as this facilitates 
postoperative tracheotomy should it become necessary. All tracheo- 
tomies at the Lahey Clinic are performed below the level of the second 
tracheal ring, usually at the level of the third or fourth. 

Demonstration of the parathyroid glands at operation should be 
an aid in prevention of tetany. A patient with either transient or 
permanent tetany should not be allowed to progress into the advanced 
stage of this complication. If Chvostek’s sign or the accoucheur’s posi- 
tion of the hands is present following application of the blood pressure 
cuff, and the symptoms are acute, calcium gluconate should be given 
at once intravenously and calcium by mouth in daily doses of 50 to 
100 grains or more. If true tetany occurs and persists, it can be con- 
trolled by oral administration of dihydrotachysterol (A. ‘T. 10) in doses 
of 0.5 to 1 cc. a day. It can also be controlled by vitamin D concen- 
trates in daily doses of 50,000 to 150,000 units. Calcium should be 
given in conjunction with either of these preparations. 

Postoperative crisis is best controlled by preoperative preparation 
and by limiting the extent of the thyroid operation according to the 
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patient’s condition. When thyroid crisis occurs, the oxygen tent, 
fluids, intravenous iodine, glucose and sedatives must be used. 

Demonstration of the recurrent laryngeal nerves in all thyroid opera- 
tions reduces the incidence of injury to these nerves to a minimum. 
During the last eight years at the Lahey Clinic, this incidence has 
been only 0.3 per cent. Suture of the nerve once it has been severed 
will not usually give a satisfactory result, because of delay. Resuture 
of the nerve immediately after operation offers practically the only 
chance of restoration of function. In cases of long-standing abductor 
paralysis, patients at this Clinic are given a choice between tracheotomy 
and direct operation after having had the advantages and disadvantages 
of each explained to them. The best treatment of recurrent laryngeal 
nerve paralysis is prevention by demonstration of the nerves so that 
they can be protected during operation. 

The mucus often present in the trachea for a few days after sub- 
total thyroidectomy will usually disappear within three days when 
treated with steam inhalation. If it persists and interferes with respira- 
tion, postoperative suction bronchoscopy is indicated. Wound compli 
cations are not usually serious. Small accumulations of serum beneath 
the skin flap can be drained by a small puncture wound, or if there 
is a tendency to refill, an indwelling baby catheter can be introduced. 
The author strongly advises against revision of a thyroid scar within a 
year. Keloids are best treated by excision and then irradiation of the 
scar within a week to prevent further keloid formation. Also preven- 
tive roentgen ray therapy of the healing scar may be instituted within 
a week following operation in patients with delicate skins showing a 
tendency to keloid formation. ‘The author especially stresses the danger 
of too early removal of drains from the mediastinal cavity following re- 
moval of an intrathoracic goiter. ‘The drain should not be removed 
for at least seven or eight days, and when removed, a rubber o1 
catheter drain should be inserted and gradually shortened over a period 
of two or three weeks until the pleura has expanded and the medias. 
tinal cavity is completely obliterated. 

[In some cases certainly nothing is more dramatic than the rapidity with 
which respiratory difficulty occurs in a massive post-operative thyroid hemor 
rhage. While it is true that the hemorrhage in such cases is practically always 
arterial in origin, a venous hemorrhage can cause the same clinical picture, al- 
though it is much slower in development. In addition to the necessity for do- 
ing an emergency tracheotomy these cases carry with them the added danger 
that in the haste to control the bleeding the recurrent laryngeal nerves may be 
caught inadvertently. Either double ligation of the superior pole, or, as is 
done in the practice of at least two of the editors, the transfixion of the superior 
pole, has markedly diminished the incidence of this complication. In some in- 
stances, in addition to the therapy mentioned in thyroid crises, a blood transfu- 
sion has been of advantage. Possibly some of the newer methods of nerve suture 
and nerve transplant as are being carried out by Dr. Joseph A. Sullivan, 
Toronto, Ont., may offer something for the unfortunate patient who has a 
bilateral paralysis.—Eb. | 








nit, 


era- 
im. 
has 
red 
ure 
ynly 
ctol 
om) 
ages 
peal 
that 


sub- 
hen 
yiTra- 
pli 
eath 
here 
ced. 
in a 
tthe 
ven 
thin 
ng a 
nger 
g re 
oved 
r ol 
riod 
clias- 


with 
emor 
lways 
re, al- 
yr do- 
angel 
ay be 
as is 
perio! 
ne in- 
ansfu- 


suture 
livan, 
has a 











QUARTERLY REVIEW OF SURGERY 69 
THE EXOPHTHALMOS OF HYPERTHYROIDISM: A DIFFER- 
ENTIATION IN THE MECHANISM, PATHOLOGY, 
SYMPTOMATOLOGY, AND TREATMENT 
OF TWO VARIETIES. PART III 


Joun H. MuLvany and S. Gias 
London, England 
Am. J. Ophth., 27:820-32, Aug. 1944 








Concerning the exophthalmos of hyperthroidism, the existence of 
a differentiation complete in respect to mechanism, pathology, symp- 
tomatology and response to treatment suggests that two diseases are 
concerned instead of one. The exophthalmos of thyrotoxicosis ap- 
pears to develop and be maintained independently of hypophyseal con- 
trol. It often bears some relationship to the severity of the disease and 
tends to show improvement after thyroidectomy. The thyrotrophic 
hormone has never been found in increased quantities in the serum of 
any unquestionable instance. ‘Thyrotrophic exophthalmos, on the 
other hand, is undoubtedly of pituitary origin, being certainly asso- 
ciated with increased formation of thyrotrophic hormone and possibly 
also of one or more sterones. Hyperthroidism, an essential component 
of the condition at one stage or other, bears no more than a casual re- 
lation to proptosis. The control of hyperthroidism by thyroidectomy 
often leads to severe aggravation of the proptosis on account of the 
stimulus to increased secretory activity of the pituitary gland. Thy- 
rotrophic exophthalmos never develops into classical exophthalmic 
goiter; conversely, the latter is not associated with the progressive thy- 
rotrophic exophthalmos. Following a tabular differentiation of the two 
conditions as regards etiology, mechanism, anatomic basis of mechan- 
ism, sympatheticotonic component, extraocular myasthenia and hypo- 
tonia, orbital pathology and symptomatology, the differences in re- 
sponse to treatment are emphasized. 

In thyrotoxic exophthalmos, proptosis is improved or not altered 
by thyroidectomy and is never made worse by operation. Postopera- 
tive progression means insufficient removal of thyroid gland. The 
condition is not altered by iodine administration and is made worse 
by thyroid medication. It is not affected by pituitary irradiation. 
Tarsorrhaphy may be of use for ulceration. If sepsis is present, tension 
must be relieved. 

In thyrotrophic exophthalmos proptosis is seldom improved by 
operation and may be exacerbated due to thyrotrophic stimulation. 
Experimentally thyroidectomy facilitates development of thyrotrophic 
exophthalmos. ‘The condition is improved by iodine medication and 
by thyroid administration. It is usually improved by pituitary irradia- 
tion. Tarsorrhaphy for ulceration is dangerous in these cases. Imme- 
diate orbital decompression is required. More than 100 references. 


[The authors claim the separation of two types of exophthalmos of hyper- 
thyroidism, one under control of the thyroid, and the other under control of the 
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pituitary, Certain experimental facts are at hand but their direct application 
is difficult. ‘The extremely varied behavior of clinical cases makes any evalua- 
tion of therapy very difficult, and until further evidence is at hand there must 
remain considerable room for reasonable doubt as to the entire mechanism in- 
volved as well as the best method of treatment.—Eb. | 


LATERAL ABERRANT THYROID; METASTASES TO THE 
LYMPH NODES FOR PRIMARY CARCINOMA OF 
THE THYROID GLAND 
RicHARD C. CLay and SAM S. BLACKMAN, JR. 


Johns Hopkins Univ. Medical School, Baltimore, Md. 
Arch. Surg., 48:223-28, March 1944 


Two cases are reported in which cervical masses were removed, 
which were of the type described in medical literature as “lateral aber- 
rant cervical thyroid.” Histological study of these masses and the 
clinical history of the patients, however, showed that the cervical 
masses were in reality metastases to the lymph nodes from a primary 
tumor in the homolateral lobe of the thyroid. Histologically, both 
the primary and metastatic tumors in these cases were of the cystic papil- 
lary type; in one case the tumors “resembled exactly’’ papillary cyst- 
adenoma of the thyroid; showing little definite histological evidence of 
malignancy. In the other case the histological diagnosis was papillary 
cystadenocarcinoma. In the first case the primary tumor was found 
only by palpation of the homolateral lobe of the thyroid at operation 
nineteen months after removal of the first metastatic cervical mass; the 
involved lobe of the thyroid was removed. In the second case no 
tumor was recognized in the thyroid at operation after removal of three 
cervical metastases on the left side. Six years later, the primary tumor 
in the left lobe of the thyroid was palpable; a subtotal bilateral thy- 
roidectomy was done; and a small cervical metastasis was also removed. 
The right lobe of the thyroid also showed small foci of papillary cyst- 
adenocarcinoma. ‘These patients showed no roentgenological ev idence 
of other metastases to the lungs, bones or mediastinum. Radiation 
therapy has been employed in the first case and is to be employed in 
the second. 

A review of the literature shows that for over fifty years papillary 
growths of thyroid tissue in the lateral cervical region have been de- 
scribed; for many years such growths were regarded as representing 
“embryonically misplaced” thyroid tissue—lateral aberrant thyroid. 
Recently, however, it has been shown that these cervical growths are 
metastases from a carcinoma of the thyroid of the same histological 
type. ‘Ihe two cases reported present additional evidence of this. 
When such lateral cervical masses are found, even though they do not 
show definite evidence of malignancy histologically, the thyroid gland 
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should be explored, and ‘‘at least the homolateral lobe” 
removed, even if no gross primary tumor is found. 

[This is additional evidence that many so-called lateral aberrant thyroids 
are in reality metastases from a malignancy of the thyroid, and it should be em- 


phasized that in every such instance a lobectomy of the homolateral side should 
be carried out, even though it appears to be normal.—Ep.] 
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THE USE OF THIOURACIL IN ‘FHE PREPARATION OF 
PATIENTS WITH HYPERTHYROIDISM FOR 
THYROIDECTOMY 
D. N. SWEENEY, JR., O. Cope, 


Boston, Mass. 
120:152-69, Aug. 1944 


F. D. Moore, R. W. Rawson and J. H. MEANs 


Ann. Surg., 


The preparation of thyrotoxic patients for thyroidectomy has under- 
gone a gradual evolution based on the use of physical or chemical 
agents intended to correct the underlying physiologic abnormality and 
bring the patient to surgery in as nearly as normal a state as possible. 
Thiouracil profoundly changes the function of the thyroid gland 
though its place in the treatment of hyperthyroidism is still unsettled. 
At the Massachusetts General Hospital, this drug has been reserved 
for the preparation of patients for thyroidectomy. If used correctly, 
the metabolic rate of the patient is reduced to normal or lower. In 
such cases, the postoperative course of the patient, prepared with this 
drug, is less tempestuous than the patient prepared with iodine. It 
should be pointed out that, in a few patients, there may be upheavals 
of cardiac function and rises of body temperature after operation. 

Although clinical improvements paralleled the drop in metabolic 
rate, the entire physiologic state did not return to normal. This may 
indicate that thyrotoxicosis is essentially a biphasic disorder, with one 
phase the result of cellular metabolic changes produced by thyroid 
hormone in excess; and thé other phase a more basic etiologic process 
related either to the pituitary or autonomic nervous system or both. 
Thiouracil can alter only the metabolic phase of the disease by block- 
ing the iodinization of the hormones, leaving the underlying autonomic 
or endocrine disorder unchanged. It is this latter aspect of hyper- 
thyroidism which must be approached in future therapeutic endeavors. 

An occasional ae of the use of thiouracil in preparing 
patients for surgery lies in the fact that this hyperplasia is accomplished 
by an increased vascularity and friability which make the gland more 
difficult to handle and render hemostasis arduous. ‘Toxicity, not 
unlike that of the sulfonamides, may be expected to occur when treat- 
ing patients with this drug. Thiouracil represents an improvement 
over iodine for preparing patients for surgery, but it is not yet the 
ideal drug for this purpose because it increases the histologic abnor- 
mality of the disease, affecting only the production of hormone and 
not the underlying etiology of hyperthyroidism. 12 references. 13 
figures. | table. 
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TUBERCULOUS ABSCESS OF THE THYROID GLAND; 
REPORT OF A CASE AND REVIEW OF 
THE LITERATURE 
R. W. PostLetHwair (Capt., M.C., A.U.S.) and 
PuiLip Berc, Jr., (Capt., M.C., A.U.S.) 

Arch. Surg., 48:429-37, June 1944 





A case of tuberculous abscess of the thyroid gland is reported in a 
Negro male, 24 years of age. He complained of soreness of the throat, 
dysphagia and the gradual development of a mass in the region of the 
thyroid gland. Macular lesions developed after the patient was ad- 
mitted to the hospital, and he was found to have early secondary 
syphilis. Under antisyphilitic treatment, all symptoms subsided, ex- 
cept that the mass in the right lobe of the thyroid increased somewhat 
in size; it was only slightly tender, firm in consistency and freely 
movable; later it became fluctuant. Aspiration of the thyroid yielded 
purulent material; and the abscess was incised, drained, and packed 
with petrolatum gauze. A sinus developed and was excised ten weeks 
after the original incision; a second sinus formed, but healing was 
complete four weeks later. ‘The material obtained at the first opera- 
tion was not examined for tubercle bacilli; darkfield examination 
showed no spirochetes. When the sinus tract was excised, however, 
the material obtained showed tubercles and special stains showed acid- 
fast bacilli. The patient has been well since discharge from the hospital 
and shows no evidence of tuberculosis elsewhere in the body. 

Brief abstracts are presented of 26 other cases of tuberculous 
abscess of the thyroid gland collected from the literature. An analysis 
of the 27 cases (including the authors’ case) shows that 14 of the 
patients were males and 13 females. The ages ranged from 2 to 76 
years, the average age being 39.2 years. In 2 cases the abscess was 
found only at autopsy, and there had been no symptoms referable to 
the thyroid gland during life. In all other eases a swelling in the neck 
was noted by the patient; pain was not common, but dysphagia is 
mentioned in 8 cases. Dyspnea was present, but not severe, in about 
one-third of the cases. ‘The duration of symptoms varied from a few 
days to six months, being two months or less in the majority of cases. 
Only one patient showed symptoms of hyperthyroidism. ‘The mass in 
the thyroid was usually firm, but sometimes showed fluctuation; ‘ten- 
derness was noted in about one-third of the cases; discharging sinuses 
were present in 2 cases. Fixation of the mass or adherence to the skin 
was rare. ‘Tuberculosis was found elsewhere in the body in 9 cases; 
in 7 of these cases, in the lungs. The diagnosis was usually made by 
histological examination of the excised tissue, rarely before operation. 
The prognosis in these cases is good after surgical drainage. 

[As the writer has stated, tuberculous abscesses of the thyroid are extremely 
rare, one editor having seen two such cases in an active thyroid service over a 


25-year period: One striking thing about tuberculosis of the thyroid is that, as 
in this case, there may be no clinical evidence of tuberculosis elsewhere in the 
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body. Theodor Kocher, as cited by Rienhoff, in 3,200 goitres, found only one 
instance of tuberculosis.—Eb. | 


REFERENCES TO CURRENT ARTICLES 


Some Aspects of Goitre in Northern Tasmania. A. Pryde, Sydney, Australia. 
M. J. Australia, 1:525-27, June 10, 1944. (Discussion of the classification, 
preoperative treatment, operative technique and postoperative complications 
of goitre in Tasmania.) 

Fatal Agranulocytosis Resulting from Thiouracil. J. Kahn and P. Stock, Los 
Angeles, Cal. J. A. M. A., 126:358-59, Oct. 7, 1944. (Report of a case of 
fatal agranulocytosis following the use of thiouracil given to a thyrotoxic 
patient.) 


When is “Hyperthyroidism” not Hyperthyroidism? I. Bram, Philadelphia, Pa. 
Med. World, 62:299-302, July 1944. (The author discusses this subject on the 
basis of a differential diagnosis standpoint.) 


Granulocytopenia: a Case Caused by Thiouracil. A. H. Meyers, Oakland, Cal. 
California & West. Med., 61:54, Aug. 1944. (The author believes that this 
new drug is capable of producing marked granulocytopenia and even 
agranulocytosis as shown in a report of a case.) 


Adenoma of the Parathyroid Gland with Associated Nephrolithiasis. M. A. 
Woodside and G. S. Foulds, Toronto, Ont. Ontario Med. Rev., 11:93-96, 
June 1944. (Discussion of the factors in a given case of urinary lithiasis.) 


The Effect of Thiouracil on the Formation of Thyroxine and Diiodotyrosine by 
the Thyroid Gland of the Rat with Radioactive Iodine as Indicator. A. L. 
Franklin, $. R. Lerner, and I. L. Chaikoff, Berkeley, Calif. Endocrinology 
34:265-68, April 1944. (The effect of thiouracil on the uptake of injected 
radioactive inorganic iodine is reported. Rats were fed 3.4 to 4.2 mg. thioura- 
cil daily for seven days; after thiouracil was discontinued, I'** was injected; 
rats then were killed. It was found that when thiouracil was discontinued 
after two weeks, both the I'*! concentrating capacity of the gland and the 
amounts of radiothyroxine and radiodiiodotyrosine formed in the tyroid were 
restored to normal.) 


The Uptake of Radioactive Iodine by the Thyroids of Rats Made Goitrous by 
Potassium Thiocyanate and by Thiouracil. Rulon W. Rawson, John F. 
Tannheimer and Wendell Peacock, Boston, Mass. Endocrinology 34:245-53, 
April 1944. (Administration of thiocyanate to one group of rats and thiou- 
racil to another group produced hyperplasia of the thyroid. The average 
uptake of radioactive iodine by control rat thyroids was 56 per cent of the 
tracer dose given, that by thyroids given thiocyanate was 87 per cent and 
that treated with thiouracil was 10 per cent.) 

A Panoramic View of Thyrotoxicosis. Reginald Fitz, Boston, Mass. J. A. M. A. 
125:943-47; 1026-30, Aug. 5 and 12, 1944. (Presents a study of 33 patients 
who were followed up for many years after developing thyrotoxicosis, and 
who were thought not to have the disease when first examined. In 14 cases 
followed up for several years after operation—ten years or over in all but 4 
instances—the patients were entirely relieved of symptoms. Considers that 
operative treatment is more effective than any other form of treatment in toxic 
goiter, although it “does not reach the fundamental cause”; it does, however, 
interrupt the “vicious circle” by reducing the hyperactivity of the thyroid 
gland.) 

The Protein-Bound Plasma Iodine in Patients with Thyroid Disease. B. E. 
Lowenstein, M. Bruger, J. W. Hinton and S$. Member, New York, N. Y. J. 
Clin. Endocrinol., 4:269-72, June 1944. (A study of 72 patients revealed that 
the protein-bound iodine of the plasma is directly correlated with the basal 
heat production.) 











74 


QUARTERLY REVIEW OF SURGERY 

The Treatment of 26 Thyrotoxic Patients with Thiouracil and a Review of 
Toxic Reactions in All Reported Cases. T. H. McGavack, A. J. Gerl, M. 
Vogel and D. Schwimmer, New York, N. Y. J. Clin. Endocrinol., 4:249-61, 
June 1944. (Characteristic effects in the adequately treated patients included 
a lowered basal metabolism rate, decrease in pulse rate, increase in weight and 
elevation. of the value for total blood cholesterol.) 

Thiouracil Treatment in Hyperthyroidism. E. B. Astwood, Boston, Mass. J. 
Clin. Endocrinol., 4:229-48, June 1944. (Report upon a study of 62 cases 
with the daily administration of 0.2 to 0.6 gm. of thiouracil in two doses 
quickly controlling all manifestations of hyperthyroidism in untreated cases of 
Graves’ disease.) 

Management of Disorders of the Thyroid. N. Y. State J. Med., 44:1682-92, Aug. 
1944. (Report of conference on therapy by members of certain medical de- 
partments and institutions of New York State.) 


16. Thoracic Surgery 


INTRATHORACIC NEUROGENIC TUMORS 
Epwarp M. Kent, BRIAN BLADES, ANIBAL ROBERTO VALLE and 
Evarts A. GRAHAM 


St. Louis, Mo. 


From the Department of Surgery, Washington University School of Medicine, and the Medical 
and Surgical Chest Service, Barnes Hospital 


J. Thoracic Surg., 13:116-61, April 1944 


The authors present a series of 18 cases of proved intrathoracic 
nerve tumors from the Barnes Hospital. Three other cases of prob- 
able but not proved neurogenic tumors are reported. A collected 
series of 105 cases from the literature is reviewed. In a high percent- 
age of cases the tumors are malignant. In the present series 41 per 
cent were malignant and in the cases reported in the literature 37 per 
cent were malignant. This finding indicates that there is no justifica- 
tion for, the all too common opinion of the medical profession that 
suspected nerve tumors of the thorax do not require operation unless, 
or until, pressure effects have been noted. On the contrary, a pre- 
sumptive diagnosis of such a tumor constitutes a sufficient indication 
for operation. ‘The location of intrathoracic nerve tumors is over- 
whelmingly in the posterior part of the chest, either in the posterior 
mediastinum or close to it. ‘This tumor is the most common one found 
in that region. A tabular analysis of the cases reported in the literature 
is presented, as well as a tabulated summary of the Barnes Hospital 
cases. The 18 proved and 3 probable cases of intrathoracic neurogenic 
tumor seen at the Barnes Hospital are described in detail. 

The symptoms produced by these tumors may be of no consequence 
or may be more severe and of a sort resulting from involvement of 
certain nerves. In many cases the tumor is discovered accidentally 
during x-ray examination for other conditions. Some patients com- 
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plain of pain of radicular type or referred along an intercostal nerve. 
Other symptoms encountered include dyspnea, stridor, unproductive 
cough, hoarseness with paralysis of a vocal cord, and Horner’s syndrome 
from involvement of the sympathetic chain. ‘These tumors are usually 
single and present a sharply circumscribed, non-pulsating, rounded 
mass in the upper posterior thorax. ‘The roentgenologic picture is 
quite definite. A lobulated appearance of the tumor is indicative of 
rapid growth and suggests malignancy. A diagnostic test dose of radia- 
tion therapy is of little or no value in establishing diagnosis of malig- 
nancy because neurogenic tumors, even the malignant ones, are but 
little affected. 

The only effective treatment for intrathoracic nerve tumors is 
surgical removal. ‘They should be removed as soon as diagnosis is 
established, unless there are other contraindications to operation. The 
operative approach is planned according to the position of the tumor. 
A posterior approach is used most frequently. If the patient has an 
hour-glass tumor, it is preferable to remove both the intraspinal and 
intrathoracic parts at the same operation. If such extensive operation 
should be contraindicated at one stage, the intraspinal portion should 
be the first point of attack. In the present series the operative mor- 
tality was 11.1 per cent. In the cases collected from the literature, the 
operative mortality was 15.2 per cent. 3 tables. 12 figures. Over 100 
references. 


REFERENCES TO CURRENT ARTICLES 
The Scope of Surgery in Pulmonary Tuberculosis. T. H. Sellors, London, Eng. 


Practitioner, 63:29-36, July 1944. (A description with indications for opera- 
tions upon the tuberculous lung.) 


Pneumoperitoneum in the Treatment of Pulmonary Tuberculosis. R. M. Stuart, 
R. L. Pullen and J. L. Wilson, New Orleans, La. New Orleans M. & S. J., 
97:61-64, Aug. 1944. (In unilateral cases of pulmonary tuberculosis in which 
pneumothorax cannot be instituted, pneumoperitoneum and phrenic nerve 
interruption may produce sufficient immobilization and lung collapse to 
enable the active processes to subside.) 

Hypoproteinemia in Thoracic Surgery. T. F. Fhornton Jr., W. E. Adams and 
P. W. Schafer, Chicago, Ill. Surg., Gynec. & Obst., 79:368-73, Oct. 1944. 
(Showing a plasma protein fall of approximately 1.00 gram per cent occurred 
following major thoracic operations.) 

Practical Physiopathology and Its Clinical Applications. Dynamic Disturbances 
of the Postoperative Period in the Tracheo-Broncho-Pulmonary Region 
(Fisopatologia practica y sus aplicaciones a la clinica; los trastornos dinamicos 
del post-operatorio en el area traqueo-bronco-pulmonar). C. Stajano. An. 
Fac. de med. de Montevideo, 28:781-87, 1943. 

Trauma of the Thorax. Henry H. Ritter and B. B. Keye, New York, N. Y. 
Am. J. Surg., 64:191-208, May 1944.. (A paper reviewing thoracic trauma 
from the superficial laceration to through-and-through perforation.) 

The Early Treatment of Wounds of the Chest in the Middle East. Ronald 
Bodley Scott (Temporary Lieut.-Col., R. A. M. C.). Brit. M. J., 1:490-92, 
April 8, 1944. (Reports 127 cases of penetrating wounds of the chest, 
treated at a casualty clearing station in the Middle East; in 13 of these 
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cases—10.2 per cent—the wound involved both the thoracic and the abdomi- 
nal cavities; 6 of these 13 patients died. The intrathoracic complications 
are described and their early treatment discussed; hemothorax was the most 
frequent. The author advocates conservative treatment of the parietal wound 
in battle wounds of the thorax.) 

Pneumoperitoneum Supplementing Phrenic Paralysis. Arnold B. Rilance and 
Frederick C. Warring, Jr., New Haven, Conn. Am. Rev. Tuberc. 49:353-56, 
April 1944. (Forty-six additional patients added to 55 reported in 1941, 
make 101 patients with pulmonary tuberculosis who received pneu- 
moperitoneum to supplement phrenic paralysis; this treatment was aban- 
doned in 35 when rise of hemidiaphragm was not more than 2.0 cm. This 
treatment is not desirable for routine use because of the potential hazards. 
However, the percentage of cavity closure and sputum conversion was en- 
couraging in patients with additional rise of 2.0 or more.) 

Preliminary Note on a New Thoracoplastic Technic (Nota previa de una 
nueva tecnica torocoplastica) Mario Chapo Bostagaray. Resistencia, Chaco. 
Prensa méd. argent., 31:616-17, March 29, 1944. (The author tested this 
operation on cadavers and believes the procedure to be less complicated 
and safer than the ordinary technics employed. He makes small incisions 
of 31% cm., extirpating 3 ribs through each. The periosteal tube is almost 
completely conserved and no muscular divisions or resections are required. 
The neurovascular intercostal bundles are preserved. Special periosteotomes 
are required, elastic, properly curved, and not more than a millimeter thick. 
Pain and operative shock are reduced. Functional recovery is practically 
complete. ‘The technic is simple enough to be mastered by any surgeon.) 


Chest Wall 


CLOSURE OF THE OPEN CHEST FOLLOWING THE 
SCHEDE OPERATION FOR TUBERCULOUS 
EMPYEMA 


MANDEL WEINSTEIN 


Sea View Hospital, Staten Island, N. Y. 
Surg., Gynec. and Obst., 79:148-60, Aug. 1944 


The accepted treatment for tuberculous empyema is radical sur- 
gery, including thoracotomy, thoracoplasty and the Schede operation. 
This leaves ‘‘a wide open chest” with exposed lung covered only by 
visceral pleura. Such a wound requires “months and years” to close, 
if closure takes place spontaneously at all. The operation described by 
the author is a muscle plastic operation designed to close this open 
wound. 

The incision for this operation represents an excision of all the old 
scars resulting from the thoracoplasty and the Schede procedure. An 
additional vertical skin incision is usually necessary to dissect and 
mobilize a long flap of the latissimus dorsi. After the dissection of the 
latissimus dorsi muscle from the subcutaneous tissue and the chest 
wall, from one-half to one-third of the scapula is dissected; this pro- 
cedure reveals a large muscle mass containing the detached subscapu- 
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laris and infraspinatus muscles. ‘The latissimus muscle is dissected 
posteriorly from the lumbar fascia and with the scapular muscles, 
the trapezius and the rhomboids, forms a large pedicled muscle flap; 
this is used to cover the upper portion of the lung to fill the top of the 
remains of the pleural cavity. If the chest defect-is large, a muscle flap 
formed from the erector spinae muscle is used to cover the lower part 
of the lung and obliterate the residual pleural cavity. Skin and sub- 
cutaneous tissue are closed with interrupted silk or nylon Stewart 
sutures. A rubber tissue drain is used to drain the space left by re- 
moval of the erector spinae muscle; and another drain is usually placed 
“somewhere in the suture line on the lateral chest wall, below the 
scapula.” ‘The dressings are “placed snugly,” preferably incorporating 
sea sponges, so that the flaps are “well applied” to the underlying 
surfaces, avoiding the collection of fluid. Following this operation, 
the wound usually heals by primary union within four to six weeks. 
Six cases are reported in which this operation was done with good 
results in 5 cases, and failure in one. The 5 patients are able to “earn 
a livelihood in part at least’’; one patient has gone through pregnancy 
and labor without complications. In the one case in which the opera- 
tion failed the patient was very emaciated and had an unrecognized 
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Fic. 1. Freeing of latissimus dorsi muscle preparatory to severing it below from 
its attachment to iliac crest. Insert illustrates excision of old scar. 
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caseous tuberculous focus in one lung; this resulted in tuberculous 
infection of the wound hematogenous dissemination. ‘The author 
notes that a seventh patient has recently been operated upon at another 
hospital, with complete healing of the wound. in two weeks. 


SURGICAL MANAGEMENT OF RESIDUAL TUBERCULOUS 
CAVITIES FOLLOWING PRIMARY THORACOPLASTY 


A. R. Jupp 


Hamburg, Pa. 


From the Surgical Clinic of the Hamburg State Sanatorium 
J. Thoracic Surg., 13:249-66, June 1944 


Among the many perplexing problems in the surgical treatment 
of pulmonary tuberculosis there is none more discouraging than per- 
sistence of tubercle bacilli in the sputum following a technically 
adequate thoracoplasty with a good resultant collapse of the lung. 
Many suggestions have been made to combat this problem. Eloesser, 
quoting Adams, suggests that some method of occluding the affected 
lobe will be devised. It appears from results already obtained that 
lung mobilization with fixation is potentially capable of accomplishing 
this aim. In developing this procedure the author has made an effort 
to devise a method that would sacrifice as little lung tissue as possible, 
entail a minimum of unfavorable postoperative sequelae and subject 
the patient to a convalescence no more troublesome than the average 
secondary operation, and yet fully obtain the goal of cavity closure. 
Regenerated bone is removed according to the technic described by 
Alexander. The lung is then mobilized anteriorly by releasing fibrous 
and callous attachments around the anterior segments or sternal ends 
of the ribs. Portions of the anterior rib stumps are resected to the 
required extent and the scar tissue along the spine incised longitudi- 
nally. ‘The line of incision is carried deep to the bony bed that 
was left after the resection of the transverse processes. From this point 
on, blunt dissection is done, the lung being elevated from out of the 
vertebral gutter and from off the posterior one-half to two-thirds of 
the lateral aspects of the bodies of the vertebrae. Posteriorly the dis- 
section is carried upward to the second dorsal vertebra and downward 
to the vertebral body of the last rib resected. The lung, thus mobi- 
lized, is then rolled forward and sutured in position from above 
downward. There results from this procedure a complete collapse of 
the posterior and lateral portion of the lung, although a portion of the 
medial and mediasternal areas may remain aerated. ‘The wound 
thereafter is closed in layers in the usual manner without drainage. 

The indications consist principally of those for any secondary or 
revision thoracoplasty. ‘The operation is absolutely contraindicated 
at the time of the primary operation. Other contraindications include 
those for any thoracoplasty or any major operation. It is also inadvis- 
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able before an adequate interval of time has elapsed following the last 
primary thoracoplasty stage. Eight to ten weeks are suggested as a 
minimal time limit. Up to the present time this procedure has not 
been employed in empyema cases. Details of pre- and postoperative 
care are discussed as well as possible complications. ‘The author feels 
that this method of lung mobilization with fixation has definite advan- 
tages over other methods suggested for closing refractory cavities. ‘The 
danger of wound infection and necrosis of the cavity wall is eliminated. 
The mediastinal lymphatics are not disrupted. ‘There is created a 
definite “positive or forceful collapse of the cavity.” “he method may 
be used routinely with any revision thoracoplasty and diminishes the 
likelihood of need for a second revision operation at a later date. There 
is also a tremendous reduction in the degree of paradoxical motion 
and the possibility of a flail chest postoperatively. In the past three 
years 23 patients were subjected to the “mobilization and fixation” 
type of operation. At the present time, the sputum of all but one is 
free from tubercle bacilli. ‘here is an early disappearance of both 
cough and sputum in these cases. 27 references. 11 figures. 
REFERENCES TO CURRENT ARTICLES 
Collapse Therapy in Pulmonary Tuberculosis. R. D. Thompson, Orlando, Fla. 
J. Florida M. A., 31:16-19, July 1944. (Hygienic treatment, rest, food and 
fresh air must accompany splinting of the lung for best results.) 
Congenital Deformity of the Ribs. J. D. H. Bird, Maryport, Eng. Brit. M. J., 
2:79, July 5, 1944. (In this case it was at first thought that the condition 
might be an osteoma or ossification in the soft tissues.) 
Isolated Fractures of the First Rib Associated with Blast Forces. Paul E. 
Gutman (Major, M.C., A.U.S.). Am. J. Surg., 45:408-12, Sept. 1944. 


(Presenting 6 cases with 7 isolated fractures of the first rib are reported 
due to blast pressure against the thoracic cage.) 


Closure of Persistent Bronchocutaneous Fistula by Pedicle Muscle Graft: 
A Case Report. C. D. Benson (Com., M.C., U.S.N.R.). U.S. Nav. M. Bull. 
43:343-5, Aug. 1944. (The author stresses the importance of postponing 
closure of a bronchial fistula by a pedicle muscle graft until it has been 
determined that there is no suppuration in the lung requiring a cutaneous 
fistula as a safety valve.) 

Osseous Abnormalities of the Thoracic Cage Seen in Forty Thousand Consecu- 
tive Chest Photoroentgenograms. Lewis E. Etter (Major, M.C.R.) From the 
Medical Examination and X-ray Sections, Armed Forces Induction Station, 
Altoona, Pa. Am. J. Roentgenol., 51:359-63, March 1944. 

Isolated Fracture of the First Rib Produced by Muscular Traction. Robert L. 

Garber. From the Department of Roentgenology, Good Samaritan Hos. 

pital, Cincinnati, Ohio. Radiology, 42:395-96, April 1944. 
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18. Pleura 


A REVISED TECHNIC FOR THE TREATMENT OF 
EMPYEMA 
Epwarp |]. McGratH 


Cincinnati, Ohio 


From the Department of Surgery, College of Medicine of the University of Cincinnati and 
the Cincinnati General Hospital 


Cincinnati J. Med., 25:203-23, July 1944 


In the Surgery Department of the University Hospitals in Cin- 
cinnati, and in the Departments of Medicine and Pediatrics a prefer- 
ence for two alternative methods of handling acute empyema in 
particular has developed. One was reliance on repeated aspiration 
with syringe and needle alone, resorting to thoracotomy only when 
it was inescapable, and then late in the disease. ‘The other was the 
use of repeated aspirations until it was reasonably evident that the 
intrathoracic structures were stabilized, following which an elective 
open thoracotomy of greater or less extent was performed. ‘The author 
found that chest wall infections were not an uncommon sequel 
aspiration alone. Both limited aspiration followed by elective open 
thoracotomy and simple tapping exposed the patients to bouts of tox- 
icity whenever the empyema refilled. Neither of the methods sufficed 
for treatment of the extremely ill patient with large empyema accumu- 
lations, in particular those associated with unresolved or spreading 
pneumonia. A revised technic of closed thoracotomy is described in 
detail and its practical application in four difficult cases. “The method 
is simple, requires only standard equipment, affords the patient early, 
rapid and continuous relief with virtually no surgical trauma. It 
maintains the status of a closed drainage until removed. It requires 
a minimum of attention while providing a maximum of comfort to 
the patient. ‘The author has used the method successfully for the past 
four years in 147 patients. A specially devised trocar was used as a 
punch and withdrawn after thoracotomy was established. Pressure 
with a moist sponge applied over the skin orifice upon withdrawal of 
the trocar served effectively to close off the pleural cavity securely 
enough and long enough to permit transfer of the catheter and passage 
of it at the end of the curved clamp into the chest. Upon release of 
the clamp the catheter head immediately re-expanded and the proce- 
dure continued. A collar made of the amputated end of the catheter 
acts as a bushing against a sponge rubber pad, exerting just enough 
gentle pressure so that a balanced pressure is established between the 
mushroom head of the catheter and the pad of sponge rubber, thus 
gripping the chest wall between them and sealing both ends of the 
thoracotomy wound. A band of adhesive tape about the barrel of the 
catheter distal to the rubber collar serves as a cotter pin to maintain 
the entire system in place. After the patient is returned to the ward, 
the projecting end of the catheter is connected to an extension into a 
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graduated bottle partially filled with water where the rate of decom- 
pression of the empyema cavity can be accurately controlled. ‘The 
maximum rate used was 200 cc. per half hour; when less than 100 cc. 
of pus are delivered into the drainage bottle the empyema cavity 1s 
completely decompressed and the tube is then left open for continuous 
drainage for an average of 48 hours. ‘Then irrigation is instituted 
every four hours. Between times continuous suction with the Wan- 
gensteen apparatus is maintained. 8 figures. 
REFERENCES TO CURRENT ARTICLES 
Pleural Changes in Oleothorax. P. A. Herbut and R. Charr. Am. Rev. Tuberc., 
50:179-81, Aug. 1944. (Report of a case in which mineral oil was in the 
right pleural cavity for seven years with only a resulting thickened pleura.) 
Old Hemothorax Following Gunshot Injury of the Lung (Der veraltete 
Hamothorax nach Lungenschuss). Bernhard. Med. Klin., 40:56, Jan. 21, 1944. 


Studies on Perforation of Pulmonary Echinococcal Cysts Into the Pleural 
Cavity (Betrachtungen tiber Lungenechinococcusperforation in der Pleura- 
héhle). E. Adam and A. Nana. Arch f. klin. Chir., 205:475-87, Mar. 31, 
1943-44. 

Contribution to the Study of Nervous Complications Following Therapeutic 
Pneumothorax (Contribucion a la casuistica de los accidentes nerviosos 
consecutivos al neumotorax terapeutico). R. Posse and R. Consigliere. 
Semana méd., 51:495-97, Mar. 9, 1944. 

A Case of Empyema Complicated by Pneumothorax. W. J. S. Melvin. Bull. 
Vancouver M. A., 20:166, March 1945-44. 

The Changing Picture of Postpneumonic Empyema Thoracis Complicating 
Sulfonamide Treated Pneumonia. Clifford D. Benson (Comdr., M.C., 
U.S.N.R.) and Charles W. McLaughlin, Jr. (Lieut. Comdr., M.C., U.S.N.R.). 
U. S. Nav. M. Bull, 43:46-51, July 1944. (Reports 31 cases treated by 
surgical drainage; one death [3.2 per cent mortality]. It was found that 
sulfonamide treatment of pneumonia continued beyond the active pneumonic 
stage rendered the course of a complicating empyema atypical and delayed 
diagnosis. Fluoroscopic study after aspiration of pus replaced by a small 
amount of air is necessary for earlier diagnosis). 


Staphylococcus Empyema in Infants and Children: A Review of 29 Cases. 
Conrad M. Riley (M.C., U.S.N.R.). J. Pediat., 24:577-84, May 1944. 
(Twenty-nine cases seen in a hospital from 1922 to 1943, of empyema 
thoracis caused by staphylococcic infection are reported. Seventy-six per cent 
occurred in the first year of life, mostly in the first three months. About 80 
per cent were preceded by pneumonia. No treatment proved effective. Gross 
mortality was 34.5 per cent.) 


19. Lung 
PULMONARY ABSCESS 


ArTHUR M. OLsEN and O. THERON CLAGETT 
Surg. Clin. North America, Mayo Clinic Number, 851-62, Aug. 1944 


The rational classification of pulmonary abscesses is a division of 
cases into simple and complicated abscess, and this has more signifi- 
cance than the classification into putrid and non- -putrid. The basic 
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factors entering into the production of pulmonary abscess include in- 
fection, bronchial obstruction, disturbance of the physiologic mech- 
anisms of the bronchi and bronchioles and local ischemia of the 
pulmonary segment. ‘The best prophylaxis of pulmonary abscess is 
the correction of oronasal sepsis except in the abscesses of embolic 
origin. ‘Tonsillectomy, dental extractions, etc., should preferably be 
done under local anesthesia if possible. Attention should be paid to 
the mouth before operating. Unnecessary opiates should not be ad- 
ministered postoperatively and bronchoscopic aspirations should be 
employed if there is suspicion of retained bronchial secretions, atelec- 
tasis or persistent pulmonary, infiltrates. When pneumonic processes 
fail to resolve it usually indicates bronchial obstruction, necrosis of 
pulmonary tissue or associated empyema. If the latter is suspected, 
thoracentesis is indicated, and in other cases of so-called unresolved 
pneumonia bronchoscopy should be performed. Bronchial obstruction 
can often be relieved by bronchoscopy. Many patients can be spared 
serious pulmonary suppurative disease if timely bronchoscopic exam- 
ination is carried out. Fever, cough and dyspnea in the postoperative 
period should suggest pulmonary complication. ‘The leukocyte count 
is usually high, the sedimentation rate elevated, and secondary anemia 
is usually present. Roentgenographic studies are of the greatest im- 
portance in all phases of the disease. ‘They aid in localizing the 
abscess in relation to the thoracic wall when external surgical drainage 
is contemplated. Stereoscopic roentgenograms, anteroposterior, lateral 
and oblique roentgenograms made with the Bucky diaphragm, and 
exposures in lateral decubitus are all very helpful to the surgeon in 
localization of the abscess. Roentgenographic studies are also of aid 
in evaluating the response to treatment and should be made at regular 
intervals until complete healing has occurred. Bronchograms with 
iodized oil are very necessary to detect bronchiectasis both before and 
after treatment. Bronchoscopy often permits detection of the bronchus 
from which pus exudes, and bronchoscopic therapy may be carried out 
at the time of the diagnostic procedure. ‘The prognosis of pulmonary 
abscess, provided it is recognized and treated early, is good. Proper 
treatment of this condition requires closest cooperation between the 
internist, bronchoscopist, the radiologist and the thoracic surgeon. 
Endobronchial drainage will occur spontaneously in about 20 to 25 
per cent of cases, but can often be improved by bronchoscopy. With 
bronchoscopic aspiration, postural drainage and other medical meas- 
ures, more than half of all pulmonary abscesses may be managed satis- 
factorily without surgical intervention. If these measures fail, external 
surgical drainage is indicated. Pneumothorax, interruption of the 
phrenic nerve or thoracoplasty should not be used. Diagnostic aspira- 
tion should never be carried out before the thoracic wall has been 
opened. The abscess should be opened with a cautery. If empyema 
has developed, open drainage of the empyema must be established as 
soon as possible. In cases of persisting bronchiectasis and pulmonary 
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fibrosis after the abscess has been drained pulmonary lobectomy or 
pneumonectomy may be required. 8 references. 


CLOSED INTRAPLEURAL PNEUMONOLYSIS 


JoserpH GooRwWITCH 
San Fernando, Calif. 
J. Thoracic Surg., 13:223-48, June 1944 


This study deals primarily with the operative and postoperative 
complications and mechanical results of pneumonolysis and with early 
postoperative results of pneumothorax. It is based on the author’s 
own experience as well as a review of the literature, presenting in all 
a series of more than 7,929 operative stages on 7,157 tuberculous pa- 
tients. ‘The consensus of opinion appears to sti that the two-cannula 
technic is superior to the single-cannula technic and, although electro- 
surgery has gained considerably in popularity during the past decade, 
galvanocautery and the combination of the two has as many or more 
adherents than electrosurgery. From his own small series of cases, the 
author obtained the impression that the very great majority of post- 
operative complications attributable to the operation occurred within 
the first four postoperative weeks. ‘The more serious complications 
are trauma and infection leading to massive hemorrhage and/or 
bronchopleural fistula and mixed infection empyema, the chief con- 
tributors to death attributable to operation. Standardization of ter- 
minology is urged so that comparison of results may be more mean- 
ingful. Sputum conversion statistics following pneumonolysis mean 
little unless it is known that a contralateral or extrapulmonary source 
of positive sputum does not exist. Just as important are the time 
interval between operation and evaluation of results and the criteria 
of sputum conversion. A gradual and steady trend toward both earlier 
pneumonolysis and broadening of the indications for the operation was 
noted in the literature reviewed. ‘This changing attitude must be 
attributed to the recognized superiority of the clinical results and 
lower incidence of complications in pneumothoraces initially free or 
surgically freed of restricting adhesions. If pneumothorax is at all in- 
dicated, a concentrically free collapse should be the aim, and, if restrict- 
ing adhesions are present and thoracoscopy demonstrates that they 

can be released without risking severe complications, pneumonolysis 
is indicated. Only thoracoscopic examination can determine the 
character of the adhesions and the feasibility of dividing them. Indi- 
cations for thoracoscopy and consideration of pneumonolysis advocated 
by the present writer are: (1) x-ray evidence of adhesions which are 
not obviously diffuse, and (2) a persistently positive sputum with or 
without cavitation despite absence of x-ray evidence of adhesions. 

The optimum time for thoracoscopy is one or two months following 
induction of pneumothorax, provided the pneumothorax space is large 
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enough to allow instrument manipulation. Adhesions found attached 

to the diseased lobe should be released if this can be done safely and 

sep obvious risks. Adhesions in the presence of patent cavitation 

r positive sputum arising in the parenchyma of the collapsed lung 
constitute a more urgent indication for pneumonolysis than adhesions 
over a controlled lesion in the symptom-free patient. “Che only contra- 
indications to pneumonolysis are mixed tuberculous empyema, acute 
febrile pleural effusion, serous or purulent and progressing oblitera- 
tive pleuritis. As long as pneumothorax retains its role of the most 
commonly practiced collapse procedure, thoracoscopy and pneumo- 
nolysis must be accepted as integral parts of such a collapse program 
both in order to improve the character of the collapse in those in whom 
it should be maintained, and to eliminate those in whom pneumo- 
thorax is useless or even dangerous. ‘The author's series includes all 
pneumonolyses, consecutive and unselected, done by him at the Olive 

View Sanatorium from September 1941, to October 1942. They 

totaled 55 operations on 50 lungs of 48 patients. In 5 patients the 

operation was done in two stages. 12 tables. 51 references. 
REFERENCES TO CURRENT ARTICLES 

Some Experiences in the Treatment of Bronchial Cancer. W. L. Mattick, 
Buffalo, N. Y. Am, J. Roentgenol., 52:24-30, July 1944. (In the author's 
series of 147 cases, it would seem possible to provide more lasting palliation 
or even arrests with radiation therapy than has been reported.)) 

Foreign Bodies and Pulmonary Suppuration. M. P. Susman, Sydney, Australia. 
Med. J. Australia, 1:560-1, June 17, 1944. (A series of 21 cases of pul- 
monary suppuration secondary to the inhalation of something into the 
bronchial tree, in three cases of which it was an extrinsic foreign body 
and in the remaining instances some of the patient’s own blood or secretion, 
‘with 7 deaths in the series.) 

Prien Bronchiogenic Carcinoma. A. Ochsner, J. L. Dixon and M. Debakey. 
Mississippi Doctor, 22:29-33, July 1944. (Analysis of 42 cases treated by 
pneumonectomy.) 

Case Records of the Massachusetts General Hospital: Weekly Clinicopathologi- 
cal Exercises. New England J. Med., 231:100-3, July 20, 1944. (Presentation 
of a case with clinical diagnosis of bronchial tuberculosis or carcinoma of 
the lung which proved to be an unresolved pneumonia.) 

The Possible Connections Between Cavernous Tuberculosis or Lung Abscess 
and Hydrofluoric Acid Intoxications (Tuberkulése Kaverne Oder Lungen- 
abszess im Anschluss und Flussdureintoxikation). G. Goralewski. Arch. 
Gewerbepath. II, 185-97, Dec. 31, 1941. 

Conservative or Surgical Treatment of Lung Abscess (Konservativ eller operativ 
behandling af lungeabscess). E. Madsen. Ugeskr. for Laeger, 105:1009-11, 

Sept. 30, 1943. 
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20. Mediastinum 


DERMOID CYSTS AND TERATOMA OF THE 
MEDIASTINUM. A REVIEW 


N. Lioyp Russy 


London, England 


From the London Chest Hospital, Victoria Park, England 
J. Thoracic Surg., 13:169-222, June 1944 


The author presents a brief historical review of the subject with a 
list of references containing case reports from the first recorded case 
in 1827 until the end of 1939, during which period there were 245 
cases on record, not including the six cases described in detail by the 
present writer. These tumors of the chest are located in the ante- 
rior mediastinum, but they are generally found to encroach upon one 
or the other side of the thorax. A pedicle may sometimes be dis- 
covered stretching from the tumor to the center of the chest. The 
tumors may exhibit utmost variation, but usually it is possible to 
distinguish two types, the simple dermoid cyst and the more complex 
teratoma. Following a discussion of the various theories of patho- 
genesis, the author concludes that the most reasonable proposition so 
far is based upon the suggestion of Collenberg that it is an abnormality 
of the third and fourth bronchial arches. It is believed that the cells 
destined to multiply into the teratoma become separated off at this 
point and are carried into the thorax by the normal descent of the 
heart and great vessels. ‘The final elucidation of this problem must, 
however, be awaited. Many of these tumors remain clinically latent 
for a number of years. Progressive enlargement of the tumor in the 
third and fourth decades of life will ultimately produce symptoms due 
to the pressure of the mass upon neighboring structures within the 
thorax. Symptoms include cough, dyspnea, pain, engorgement of the 
veins of the neck, palpitation of the heart, pupillary changes and altera- 
tion of the voice due to pressure on the recurrent laryngeal nerve. 
Dysphagia and pressure on the vagus nerve have also been described. 
Infection may develop within the cyst, or a bronchial fistula may form 
without obvious infection. ‘The tumor may present in the neck or 
chest. There may be a change to malignancy with appearance of 
metastases. There is no one physical sign or group of signs that can 
be regarded as pathognomonic of terato-dermoid tumors of the medias- 
tinum. Special investigations which may be of use in diagnosis in- 
clude examination of the sputum, which may contain characteristic 
sebaceous matter or atheromatous matter, cholesterin crystals and small 
yellow, round balls resembling actinomycotic granules as described by 
Fanano. Other tests of value include radiology, bronchoscopy, tho- 
racoscopy, the Aschheim-Zondek test. In differential diagnosis one has 
to consider pleural effusion or empyema, lung abscess and, bronchi- 
ectasis, lipomata and fibro-lipomata, carcinoma of the bronchus, in- 
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trathoracic cystic lymph angioma, also mediastinal cysts of gastrogenic 
or bronchogenic origin, tuberculosis, Hodgkin’s disease, gummatous 
infiltration, carcinomatous deposits, myeloid and lymphatic leukemia. 
Also aneurysm of the aorta and cysts of the pericardium have to be 
considered in differential diagnosis from mediastinal dermoid cysts 
and teratomata. Some other conditions which have to be excluded 
are solitary cyst of the lung or bronchus, hydatid cyst of the medias- 
tinum, retrosternal goitre and megaoesophagus and spinal caries. 

The complications to be feared include a progressive increase in 
size, spontaneous development of cystobronchial communications, 
rupture into adjoining structures, adhesions binding the tumor to 
related structures, and malignant degeneration. 

As regards treatment of these tumors, there seems to be a choice 
of three possible procedures, including (1) rib resection and drainage; 
(2) partial removal and marsupialization, and (3) complete excision of 
the tumor in one or more stages. 

[Total experience shows that of the three methods of surgical attack quoted 


above the complete excision of the tumor, if possible, is the operation of choice 
and gives the best results.—Eb. | 


In the retrosternal and cervical tumors, a collar incision as for low 
goitre may suffice for removal. In retrosternal and thoracic tumors a 
triangular flap or trap-door incision may prove useful. In lateral 
thoracic tumors the anterior mediastinotomy is the most popular op- 
eration in this country. ‘Treatment of infection and other details of 
treatment are discussed. An overpressure anesthetic with tracheal 
intubation is indispensable. Most meticulous after-care is required in 
these cases. 260 references. 1 table. 8 figures. 
REFERENCES TO CURRENT ARTICLES 

Mediastinal Herniation in Artificial Pneumothorax. I. D. Bobrowitz. Am. Rev. 
Tuberc., 50:150-9, Aug. 1944. (An unusual case has been presented of bilateral 
mediastinal herniation in bilateral pneumothorax, with the herniation on 
one side reaching an extreme size.) 

Radium Treatment of Myasthenia Gravis. E. F. Blumberg, London, Eng. 
Med. Pract. & Circ., 5487:13-15, July 5, 1944. (Radium treatment of the 
thyroid and thymus gland appears to be devoid of any great risk and can 
be given to ambulatory patients.) 

Intrathoracic Mediastinal Lipoma. Thos. B. Wiper and J. M. Miller (M.C., 
A.US.). Am. J. Surg., 46:90-96, Oct. 1944. (A case history of a male, aged 
forty-six, from whom a completely intrathoracic mediastinal lipoma was 
removed, with its differential diagnosis.) 

— of Myasthenia Gravis. Editorial. J. A. M. A., 125:790-1, July 15, 

Oral Sepsis in Suppurative Mediastinitis (La sepsis oral en las mediastinitis 
supuradas). J. Voto Bernales. Bol. Esc. odont., Lima, 7:30-35, 1943. 

Myasthenia Gravis; A Consideration of Its Causation in a Study of 14 Cases. 
A. Wilson and H. B. Stoner. Quart. J. Med., 13:1-18, Jan. 1944. 


Dermoid Cyst of the Mediastinum (Quiste dermoideo del mediastino). A. P. 
Heudtlass and J. A. Marti. Semana méd., 50:pt.2:957-59, Oct. 1943. 
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Mediastinal Emphysema; Report of Two Cases. James T. Cowart (Lieut. 
Comdr., M.C., U.S.N.R.). U.S. Nav. M. Bull., 43:119-21, July 1944. (In the 
2 cases reported there was no external evidence of chest injury. Diagnosis 
is discussed, including the variations in precordial sounds with change in 
the patient’s position. Both patients recovered without special treatment.) 

Thymus. Roche Rev., Nutley, N. J., 28:257-63, aati 

The Roentgenologic Features of Mediastinal Tumors. L. J. Robbins, Boston. 
Radiology, 43:115-21, Aug. 1944. (Under the a Wk methods of roent- 
genologic examination, no exact differentiation of mediastinal tumor is 
possible.) 


21. Heart 


ACUTE PERICARDITIS SIMULATING MYOCARDIAL 
INFARCTION 
Louis WOLFF 


Boston, Mass. 
New England J. Med., 230:422-25, April 6, 1944 


Pericarditis unassociated with other diseases may be characterized 
by pain resembling that of acute myocardial infarction, and great care 
must be used in differential diagnosis, for treatment and prognosis are 
markedly different. In pericarditis prolonged and careful treatment 
is not required and prognosis is excellent, whereas myocardial infarc- 
tion is a serious condition. In four of five cases here described, a 
mistaken diagnosis of myocardial infarction was made. 

Aggravation of pain by inspiration, cough or motion at onset, dis- 
tinguishes pericarditis; in myocardial infarction aggravation of pain 
occurs 24 to 48 hours after onset of pain, probably caused by extension 
of the infarct to the pericardium or other complications. Friction rub 
is not generally heard in myocardial infarction and, when it is heard, 
it is usually after 24 hours and of short duration. In acute pericarditis 
friction rub is heard one to a few hours after onset and is audible over 
the entire precordial area, lasting for days or one or two weeks. 

In 75 per cent of the cases of myocardial infarction, fluoroscopic 
observation indicates a localized area of diminished, absent or reversed 
ventricular pulsation; this condition is not found in _ pericarditis. 
Electrocardiograms should be obtained to establish existing infarction. 
Fever occurs at onset of pericarditis, is higher and lasts longer than in 
myocardial infarction. ‘The pulse rate is lower in the latter. Leuko- 
cytosis may be greater and last longer in pericarditis. ‘The average age 
rate is lower in pericarditis. 

A “grippy’ ' feeling is common in pericarditis, indicating a probable 
infection. ‘There is a predisposition to recurrence; it may occur with- 
out association with commonly known causative factors or may follow 
operative procedures. Differential diagnosis of pericarditis depends 
upon careful study of clinical, laboratory, electrocardiographic, tele- 
roentgenographic and fluoroscopic data. 
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REFERENCES TO CURRENT ARTICLES 

Resection of the Pericardium for Constrictive Pericarditis (Resseccao do 
pericardio por pericardite constritiva). F. Paulino. Med. cir. pharm., Rio 
de Janeiro, 10-17, Jan. 1944. 

Operation for Aneurysm of the Heart. Claude S. Beck, Cleveland, Ohio. 
From the Department of Surgery, Western Reserve University and the 
University Hospitals, Cleveland, Ohio. Ann. Surg., 120:34-40, July 1944. 

Wounds of the Heart and Pericardium (Heridas del corazon y del pericardio). 
V. Perez Fontana, J. L. Duomarco, et al. An. Fac. de med. de Montevideo, 
28:747-79, 1943. 

Patent Ductus Arteriosus. D. Gallas. Marquette M. Rev., 9:84-89, March 
1944-45. 


Occlusion of Infected Patent Ductus Arteriosus with Cellophane. Fred. R. 
Harper and Murray S. Robinson, Denver, Colo. Am. J. Surg., 64:294-96, 
May 1944. (Presenting a case report complicated by long standing severe 


bacterial endocarditis and endarteritis in which the use of cellophane was 
utilized for the final and permanent occlusion of the open duct.) 


22. Esophagus 


CONGENITAL ATRESIA OF ‘THE ESOPHAGUS, WITH 
‘TRACHEO-ESOPHAGEAL FISTULAE. 
TRANSPLEURAL OPERATIVE APPROACH 
ALBERT QO, SINGLETON and MAYNARD D. KNIGH1 
Galveston, Tex. 


From the Department of Surgery, University of ‘Texas School of Medicine, Galveston, Tex. 


Ann. Surg., 119:5:! 56 72, April 1944 


Following a study of the embryology and anatomy of tracheo- 
esophageal fistulae associated with congenital atresia of the esophagus 
and a study of pathogenetic theories, the authors proceed to give a 
brief historical résumé of the various operations suggested for the relief 
of this condition. ‘The symptoms are constant and diagnostic. ‘The 
infant drools excessive amounts of mucus and saliva, is subject to at- 
tacks of choking and cyanosis which are precipitated by taking fluids 
by mouth. The latter are immediately regurgitated and_ partially 
aspirated, leading to attacks of choking and cyanosis at each feeding. 
If untreated, these infants rapidly lose weight and die almost routinely 
within one week. By 1936, the failure of the indirect approach to the 
problem had become evident. The only successful extrapleural an- 
astomosis was performed by Haight and ‘Townsley (Surg., Gynec. & 
Obst. 76:672, June, 1943). ‘The trend has been more and more to 
primary anastomosis and several technics have been advocated. 
Lanman and Mixter, Leven, Haight, and Shaw and Sampson practice 
an extrapleural approach to the lesion, while Richter, Churchill and 
the present writers advocate a transpleural approach. According to 
Sampson and Shaw, the anastomosis is easiest over a rubber urethral 
catheter size F. 12 to F. 15 
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QUARTERLY REVIEW 


The authors present four cases of tracheo-esophageal fistula treated 
at the John Sealy Hospital in the past three years.. The first infant 
lived only forty-eight hours after a gastrostomy performed on the third 
day of life. The second child died three days after a posterior extra- 
pleural operation on the seventh day of life. In the two other cases, 
the authors used the transpleural approach. In the first of these, opera- 
tion was performed on the fifteenth day of life and the child lived to 
be 7 months and 21 days. ‘The second child was operated upon on 
the third. day after birth and died twelve hours after operation. ‘The 
authors feel that the results justified the assumption that the trans- 
thoracic approach is preferable. It is a less severe procedure than extra- 
pleural operation and can be done more quickly. ‘The esophagus is 
more easily liberated and it is possible to get the ends closer together. 
The greatest advantage of the transpleural operation, in the authors’ 
opinion, is that the chance of union of the anastomosis is much greater 
than with the extrapleural operation. ‘I'he anastomotic area is soon 
reinforced with ‘a collateral circulation, making union more certain 
than with an anastomosed esophagus left in the dead spaces of the 
extrapleural wound. Peritoneal surfaces have the power of becoming 
rapidly adherent, and a similar power is to be reckoned with in pleural 
surfaces. “The expanding lung forces the visceral and parietal pleural 
surfaces in contact with the esophagus to assure the sealing off of the 
sutured lines and assuring union. In cases in which a distance of over 
2 cm. separates the lower and upper esophageal segments, primary 
anastomosis will not suffice, and in these the fistula should be ligated 
and a cervical esophagostomy and a gastrostomy performed. Carter’s 
antethoracic cardiac esophagostomy is recommended. 19 references. 
15 figures. Discussion by Dr. Alfred Blalock, Baltimore, Md., and 
Dr. Alton Ochsner, New Orleans, La. 


THE SURGICAL TREATMENT OF ESOPHAGEAL ATRESIA 
AND TRACHEOESOPHAGEAL FISTULAS 


' WILLIAM E. Lapp 
Boston, Mass. 


New England J. Med., 230:625-37, May 25, 1944 


Prognosis in atresia of the esophagus is no longer hopeless. Five 
types are desc rae: these are easily diagnosed and treatment is accord- 
ing to type. Esophageal atresia may be suspected when the newborn 
infant has excessive saliva and perhaps cyanosis. Vomiting may follow 
immediately after the first feeding or succeeding feedings. Moist rales 
are caused by aspiration of the swallowed saliva or fluid. The abdomen 
is distended with air and is tympanitic or flat according to the type of 
malformation. In some cases there are other accompanying malfor- 
mations incompatible with life. 

Primary anastomosis Of the esophagus at the present time is the 
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operation of choice when the two ends of the esophagus can be approxi- 
mated without too great tension. If the ends of the esophagus are far 
apart, the three-stage operation with ultimate construction of an ante- 
rior thoracic esophagus is considered safer. ‘These operations are 
described in detail and illustrated. 


REFERENCES TO CURRENT ARTICLES 


Muscular Architectonics of the Initial Portion of the Human Esophagus; 
Preliminary Note (Dados sobre a arquitetonica muscular da porcao inicial 
do esofago humano; nota preliminar). O. Aidar. Arq. cir. clin. exp., S. 
Paulo, 7:548-51, Dec. 1943. 

Achalasia of the Esophagus. Ralph F. Niehaus. J. Iowa M. Soc., 34:145-48, 
April 1944. 

Mediastinitis as a Complication of Esophagoscopy and Instrumentation of the 
Esophagus. Walter B. Hoover. Surg. Clin. North America (Lahey Clini 
No.), 24:578-82, 1944. 

Cancer of the Esophagus. Rutkowski’s Gastrostomy (Cancer de eséfago gas 
trostomia de Rutkowski). J. H. Resano, Hospital Rawson, Miércoles. Prensa 
méd, argent., 31:781-88, April 26, 1944. (Rutkowski’s gastrostomy has th« 
base of implantation near the pylorus in contradistinction to Beck-Jiannu’s 
gastrostomy in which the base of implantation is in the higher portion of 
the fundus of the stomach. The advantages of the former method include 
construction of the tube from most easily accessible portions of the greate: 
curvature, almost perfect continence, and alimentation is practically duodenal. 
Finally the tube in Rutkowski’s method contains very few peptic acid glands 
so that there is no secretion and no loss of gastric juice, and consequently) 
fewer cutaneous ulcerations.) 

Achalasia of the Cardia (Cardiospasm): Thiamin Chloride as Adjunct in 
Treatment. Paul M. Moore, Jr., Cleveland, O. Laryngoscope, 54:345-61, 
July 1944. (In this preliminary report, a brief survey of achalasia of the 
cardia is presented together with a small series of cases treated with thiamin 
chloride which must be recognized as an important addition to treatment 
but not independent of other forms of therapy.) 


23. Breast 


REFERENCES TO CURRENT ARTICLES 

Osseous Metastases from Graded Cancers of the Breast. H. A. Burch, Elmira, 
N. Y. Am. J. Roentgenol., 52:1-23, July 1944. (In this series of 41 cases 
of bone metastases from carcinoma of the breast it would appear that the 
higher the grade of malignancy of the breast cancer, the earlier appear the 
bone metastases.) 

Operability versus Curability of Cancer of the Breast. U. V. Portmann, Cleve- 
land, O.. Ohio State M. J., 40:742-5, Aug. 1944. (Series of cases of cance1 
is analyzed statistically for the purpose of comparing methods.) 

A Case of Abscess of the Male Breast. E. B. Tyson (Capt., M.C., A.U.S.). 
Mil. Surgeon, 95:156-7, Aug. 1944. (Successful treatment by hot Epsom salt 
packs, incision and drainage.) 

Plasma Cell Mastitis. Willard H. Parsons, John C. Henthorne and R. L. Clark, 

Jr., Vicksburg, Miss. Arch. Surg., 49:86-90, Aug. 1944. (Presenting a study 

of 5 cases of plasma cell mastitis which leads to the conclusion that this disease 
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is a true clinical entity with morphologic characteristics depending on the 
lipid character of the ductal contents.) 

Evaluation of Breast Cancer Therapy as a Guide to Control Programs, J. W. 
Hawkins. J. Nat. Cancer Inst., 4:445-60, April 1943-44. 

A Case of Plasma Cell Mastitis (Et tilfaelde af plasmacellemastitis). K. Lub- 
schitz. Ugeskr. for Laeger, 105:962-4, Sept. 16, 1943. 

Supervoltage Roentgen Therapy of Esophageal Carcinoma. Franz Buschke and 
Simon T. Cantril, Seattle, Wash. (Tumor Institute of the Swedish Hospital.) 
Radiology, 42:480-92, May 1944. 

The Relationship of Hormones to Diseases of the Breast. Ira T. Nathanson, 
Boston, Mass. From the Medical Laboratories of the Collis P. Huntington 
Memorial Hospital of Harvard University and the Tumor Clinic of the 
Massachusetts General Hospital, and the Pondville Hospital (Massachusetts 
Department of Public Health), Walpole, Mass. Surgery, 16:108-40, July 1944. 

The Effect of Sex Hormones on Skeletal Metastases from Breast Cancer. Joseph 
H. Farrow, New York, N. ¥. From the Breast Department, Memorial Hos- 
pital. Surgery, 16:141-51, July 1944. 

Local Hormone Therapy of Atrophy of the Mammary Gland and Under- 
development (Lokale Hormonbehandlung der Mammaatrophie und Unter- 
entwicklung). R. Cernea. Med, Klin., 40:169, Mar. 17, 1944. 

Tuberculosis of the Mammary Gland (Die Tuberkulose der Brustdriise). H. J. 
Lauber. Med. Klin., 40:81-3, Feb. 4, 1944. 


Chronic Cystic Mastitis. W.H. Cole and L. J. Rossiter. Proc. Inst. M. Chicago, 
15:92, April 15, 1944-45. 

Bleeding Nipple (Mamma saignant). L. Danon. Helvet. med. acta, 10:828, 
1943. 

Carcinoma Breasts. M. R. Maccharles. Manitoba M. A. Rev., 24:165-66, June 
1944. 


Local Treatment of Breast Abscess with Penicillin. Donald B. Fraser, St. 
Bartholomew’s Hospitai, London, England. Brit. M. J., 1:523-24, April 15. 
1944. (Reports 15 cases of breast abscess with aspiration and local injection 
of penicillin; in 5 cases surgical drainage was necessary; in 7 cases, spontaneous 
drainage occurred; in 3 the abscess remained closed and resolved slowly with 
no evacuation of contents except by aspiration.) 

The Use of a Rubber Stamp in Recording Data Pertinent to Breast Lesions. 
Frank H. Kidd, Jr., Barnard Free Skin and Cancer Hospital, St. Louis, Mo. 
Am. J. Surg., 65:299-300, Aug. 1944. (Describes the use of a rubber stamp 
to produce a diagrammatic illustration for recording and preserving the 
clinical records of patients with breast lesions.) 

Prosthetic Restorations for the, Breast; Technic Using Sponge Rubber. Adolph 
M. Brown, Chicago, Ill. Arch.. Surg., 48:388-94, May 1944. (Describes prep- 
aration and use of the prostheses for the breast.) 


24. Diaphragm 
REFERENCES TO CURRENT ARTICLES 
Case Records of the Massachusetts General Hospital: Weekly Clinicopathological 
Exercises. New England J. Med., 231:205-8, Aug. 3, 1944. (Discussion of a 
case with clinical diagnosis of gastric carcinoma but which was actually an 


old subdiaphragmatic and peritoneal abscess with chronic adhesive peri- 
tonitis.) 
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Diaphragmatic Hernia with Torsion of the Stomach and Acute Obstruction. 
H. Gardiner, London, England. Brit. M. J., 2:114-15, July 22, 1944. (Presenta- 
tion of the author’s case where the stomach was found twisted and distended 
with complete recovery after surgery.) 

A Case of Subdiaphragmatic Abscess (Sobre un Caso de Absesso Sub-Frenico), 
O. Berendt de Oliveira, Labor. Clin., Rio de Janeiro, 23:289-93, Nov. 1943. 

Sternal Portion of the Diaphragm in Man (A pars sternalis do diafragma no 
homen). E. Mauro and P. Bielik. An. Fac. Med. Univ. S. Paulo, 17:53-79, 1941. 

Traumatic Defects of the Diaphragm and Their Significance in War Surgery 
(Die traumatische entstandene. Zwerchfelldefekte in ihrer kriegschirurgischen 
Bedeutung). E. Koch-Gruenberg. Med. Klin., 40:100-103, Feb. 18, 1944. 

Dangers of Elevation of the Diaphragm (Ueber Gefahren bei Zwerchfellhoch- 
stand). H. Fischer. Arch. f. klin. Chir., 205:407-14, Mar. 31, 1943-44. 

Thoracic Displacement of the Stomach Through Diaphragmatic Hernia 
(Thorakale Magenverlagerung durch Zwerchfellbruch). F. Umber. Deutsche 
Med, Wchnschr., 70:278, May 12, 1944. 

Diaphragmatic Hernia in Infancy: Report of -a Successfully Operated Case. 
J. G. Probstein and J. Diamond. J. Missouri M. A., 41:95-97, May 1944. 
Volvulus and Incarceration of Stomach in a Diaphragmatic Hernia with Com- 
plete Acute Gastric Obstruction. Martin G. Vorhaus and DéWitt Stetten, 
New York, N. Y. Gastroenterol., 2:307-315, May 1944. (A patient with left 
diaphragmatic hernia was able to bring about attacks of epigastric pressure 
by emotional reactions but, finally incarceration of the antrum resulted. in 
acute total gastric obstruction. Obliteration of the hernial sac by, tamponade 

brought good results.) 

Case Records of the Massachusetts General Hospital: Case Report of Dia- 
phragmatic Hiatus Hernia Followed by Death. New England J. Med., 
230:522-26, April 27, 1944. (Autopsy showed diaphragmatic hiatus hernia 
with bleeding from an ulcer in the herniated portion of the stomach. Vaginal 
hysterectomy and repair had been performed twenty-nine days before death.) 

Diaphragmatic Hernia (Hernia diafragmatica). Vicente Pataro and Jose Yoel. 
Prensa méd. argent., 31:821-24, May 3, 1944. (Description of two cases of 
diaphragmatic hernia, the one traumatic and the other non-traumatic.. In 
the latter surgical intervention was not advised. The patient with traumatic 
hernia was subjected to operation under hyperpressure anesthesia [cyclopro- 
pane and ether]. The greater portion of the stomach had herniated into the 
chest. Operation was rendered dificult by numerous dense omental adhe- 
sions. Harrington’s method of closure was used. After one week of normal 
convalescence, the patient developed a slight fever and some pain at the 
base of the left lung. Puncture yielded a sterile fluid. “Two injections of 25 
cc. of prontosil were made into the cavity. ‘The patient left the hospital. 
Roentgenograms taken shortly before his departure showed healing of the 
hernia but an abscess of the base of the left lung. Finally a roentgenogram 
showing complete recovery was received by mail from his home physician.) 
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2¢, Abihinaittial Surgery 


PERFORATING ABDOMINAL INJURIES WITH SPECIAL 
REFERENCE TO REDUCTION IN MORTALITY BY 
THE USE OF TRANSFUSIONS AND 
SULFONAMIDES 
HERBERT E. SLOAN, JR. 

Baltimore, Md. 

Surg., Gynec. & Obst., 79:337-41, Oct. 1944 


The mortality for operated gunshot wounds of the abdomen aver- 
ages about 50 per cent. ‘This figure is very similar to statistics compiled 
on the battlefields of the last World War, though there were more 
cases on the battlefield which never came to operation. Reporting on 
the abdominal injuries occurring at Dunkirk and during the bombing 
of Britain, an investigator summarized the material by stating that 
approximately 50 per cent of patients with abdominal injuries, for 
whom operation was possible, survived. 

Shock and infection are held to be the causes for the great majority 
of deaths in abdominal injuries. In the past five years the sulfona- 
mides have come to be used for treating infections as have the use of 
blood and blood substitutes in shock therapy. If these therapeutic 
measures are of value in the treatment of abdominal injuries, their 
worth should be reflected in lowered mortality of such injuries during 
the past five years. 

Between 1925 and 1943, 146 perforating abdominal wounds were 
explored by the resident staff of Johns Hopkins Hospital; of these 
patients, 87 were treated between 1925 and 1938 and 59 between 1939 
and 1943, with approximately 88 per cent operated upon within three 
hours of the injury. Perforations of hollow viscera were closed when- 
ever possible and resection of the intestine employed when the extent 
of the injury precluded simple closure. 

This group of 146 cases of perforating abdominal injuries consisted 
of 91 gunshot and 55 stab wounds subdivided into (1) 87 perforating 
abdominal wounds between 1925 and 1936, of which 56 were gunshot 
and 31 stab wounds, with a mortality rate of 31 per cent; and (2) 59 
perforating abdominal injuries between 1939 and 1943, of which 35 
were gunshot and 24 stab wounds, with a mortality rate of 10.1 per 
cent. Analysis of the causes of death in the first and early group 
showed 11 due to shock, 4 to peritonitis, 5 chiefly from pneumonia and 
2 from undetermined infection. ‘Thus, death due to the two main 
causes, shock and infection, resulted in 11 mortalities each. In con- 
trast to this, of the 6 deaths occurring between 1939 and 1943, 5 were 
due to shock and | to complications arising from a paraplegia. None 
of these recent deaths could be attributed entirely to infection. 

The use of sulfonamides has become almost routine treatment with 
perforating abdominal injuries during the past five years at Johns Hop- 
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kins Hospital with the mode of administration and the type of drug 
varying according to increased knowledge. At present, 10 grams of 
sterile sulfanilamide usually are placed in the abdominal cavity and 
wound of exploration. Sulfadiazine or sulfamerazine is administered 
by mouth or parenterally after operation. ‘The number of postopera- 
tive complications in those who recovered is not materially different 
in the two groups of cases, though their severity was decreased. The 
author reaches the conclusion that the striking reduction in mortality 
was due to frequent transfusions and the practice of administering 
sulfonamides. 21 references. 3 tables. 


REFERENCES TO CURRENT ARTICLES 


Perforating Wounds of the Abdomen. F. H. Good and J. G. Hedrick, Denver, 
Colo. Rocky Mountain M. J., 41:546-8, Aug. 1944. 


Use and Abuse of Indwelling Tube in Abdominal Surgery. G. D. Mahon, 
Dallas, Tex. Dallas M. J., 30:96-100, Aug. 1944. (Gastroduodenal intubation, 
when employed within certain limitations, is capable of saving many lives.) 

\ Modification of the Invagination Method of ge Anastomosis. J. B. 
Hogarth, Doncaster, England. Brit. M. J., 2:75-6, July 15, 1944. (This 
operative technic is submitted in the belief that it is comparatively aseptic, 
provides free anastomosis with little risk of leakage or necrosis and is a suit- 
able method of union in cases of excision of the cecum or part of the large 


bowel.) 


Early Postoperative Mobilization of Lower Extremities. James G. Dees (Major, 
M.C., U.S.A.). Bull. U. S. Army M. Dept., No. 78:17, July 1944. (Describes 
an apparatus for mobilization of the lower extremities after operation; used 
as early as the second day after simple appendectomy.) 

Hormonal Tumors of the Adrenals. Geo. F. Cahill, New York, N. Y. Surgery, 
16:233-65, Aug. 1944. (Presentation of a paper wherein hormonal syndromes 
are shown to result from an excess of androgens, estrogens or other metabolic 
hormones of the cortex with symptoms determined by the type and amount 
of hormone production and the patient’s age and sex.) 

Adrenal Cortical Tumors: Physiologic Considerations. Allan T. Kenyon, Uni- 
versity of Chicago, Chicago, Ill. Surgery, 16:194-232, Aug. 1944. (With 28 
compounds isolated to date from the suprarenal cortex, the author sum- 


marizes the various signs and symptoms of adrenal tumors reproduced to 
some extent by pure steroids.) 


\bdominal Tumors of Questionable Origin: Roentgenological Aspects. Adolph 
Hartung, Chicago, Ill. Illinois M. J., 86:14-16, July 1944. (Roentgen examina- 
tions are of definite value for ascertaining the nature or origin of all tumorous 
masses in the abdomen of questionable origin.) 

Relationship Between Lymphoblastic Tumor and the Digestive Tract. J. Borak, 
New York, N. Y. Am. J. Digest. Dis., 11:241-44, Aug. 1944. (Lymphob! «tic 
tumors sometimes produce definite symptoms in the digestive tract which can 
be diagnosed and successfully treated with x-rays.) 

lorsion of the Omentum. R. R. Killinger, Jacksonville, Fla. J. Florida M. A., 
31:61-64, Aug. 1944. (Report of the removal of the third largest omental 
tumor of its kind in surgical annals, weighing 679 gms., is presented.) 

Roentgenologic Aspect of Acute Abdominal Affections (Om acute Underlivslidel- 
ser fra et roentgenologisk synspunkt). H. Scheuermann. Ugeskr. for Laeger, 
105:999-1005, Sept. 30, 1943. 

\nomalies of the Digestive Tract. W. Nimeh. Rev. Gastroenterol., 11:165-69, 
May 1944. 
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Traumatic Injuries of the Abdomen. John M. Waugh and B. Marden Black. 
Surg. Clin. North America, Mayo Clinic Number, 863-92, Aug. 1944. 

Bacillary Abscess of the Hypogastrium (Absceso bacilar del hipogastrio). 
]. Lockart and J. B. Castiglioni. Arch. urug. de med. cir. y especialid., 
24:15-56, Feb. 1944. 


Surgical Treatment with Recovery in a Case of Perineo-Abdominal Shotgun 
Wounds from Close Range with Multiple Injuries to Viscera. B. Marden 
Black. Surg. Clin. North America, Mayo Clinic Number, 952-58, Aug. 1944. 


26. Abdominal Wall 


REFERENCES TO CURRENT ARTICLES 
Fibrositis of the Rectus Abdominis Muscles Causing Dyspepsia. R. Simpson 
Harvey, London, England. Brit. M. J., 2:114, July 22, 1944. (Description 
of three cases with gastric disturbances. Fibrositis may easily cause a reflex 
action in the abdominal organs giving rise to spasm or grees 


Spontaneous Rupture of the Rectus Abdominis Muscle. I. J. Vidgoff (Capt., 
M.C., A.U.S.).. Am. J. Surg., 46:132-33, Oct. 1944. (Three cases of spontaneous 
rupture of the right rectus abdominis muscle are presented occurring as a 
result of indirect violence due to sudden muscular contraction while scaling 
the wall on the obstacle army course.) 


Patent Urachus: With a Report of ‘Two Additional Cases. Donald W. Atcheson, 
U. S. Station Hospital, March Field, Calif. J. Urol., 51:424-30, April 1944. 
(A discussion of the history, types, development, diagnosis and treatment of 
patent urachus, with clinical records of two additional cases.) 


A Paraumbilical Abdominal Wall Cyst. Frank H. Kidd, Jr., St. Louis, Mo. 
Ann. Surg., 119:279-82, Feb. 1944. 


27. Hernia 
CRYPTORCHIDISM 


ALFRED H. IASON 


Brooklyn, N. Y. 
Am. J. Surg., 45:353-63, Sept. 1944 


Cryptorchidism is the term applied to a condition in which the 
testicle does not enter the scrotum owing to maldevelopment, anatomic 
abnormalities or other such causation. Cryptorchid patients are divided 
into two categories: those with incompletely descended testes and those 
with ectopic testes. In the first the gonad may be found arrested at 
any stage of its normal descent at any level from the lumbar region to 
the upper portion of the scrotum. 

According to recent endocrinologic investigation, incomplete de- 
scent may be due to one or more of the following causes: (1) Hypo- 
pituitarism producing insufficient anterior pituitary gonadotropic 
stimulation of the testis; (2) primary hypogonadism resulting in in- 
sufficient reaction to pituitary stimulation; and (3) hypothyroidism 
due to failure of primary tissue differentiation and lack of testicular 
response. The gratifying results of hormone treatment of incompletely 
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descended testes confirm the belief that testicular function is under the 
control of the endocrine system. 

The ectopic testis has a normal endocrine stimulus though arrested 
or ““detoured”’ by mechanical factors and so unresponsive to hormone 
therapy. This displacement usually occurs after the organ has passed 
through the full length of the inguinal canal. It takes place in one of 
four directions: (1) The superficial inguinal region where the testis 
lies lateral to the annulus inguinalis subcutaneous and in the plane 
between the aponeurosis of the external oblique muscle and the deep 
layer of superficial or Colles’ fascia; (2) the pubopenile ectopic (rare) 
7 which the testis rides in front of the pubis at the base of the penis; 

) the femoral ectopic wherein the testis is found in the region of the 
te! or Scarpa’s triangle near the saphenous opening; and (4) the 
perineal es where the testis lies in a superficial perineal pouch 
under Colles’ fascia producing a swelling anterior to the anus and 
lateral to the midline. Unlike the incompletely descended testis, the 
ectopic is usually accompanied by an indirect inguinal hernia. 

Normally, until about the age of thirteen, little growth occurs in 
the testis, so that before puberty the histologic appearances of scrotal 
and undescended testes are similar. After puberty the ectopic testis 
may fail to generate a mature germinal epithelium because of the 
prevalent abnormal temperature outside the scrotum. 

In incomplete descent of the testis, surgical intervention is contra- 
indicated except in conjunction with endocrine therapy. In ectopy of 
the testis, surgery is the method of choice and endocrine therapy un- 
necessary. If it is uncertain in which category a misplaced testis 
belongs, a complete endocrine study should be made and correct hor- 
monal therapy instituted. If there is an apparent failure of response, 
surgical treatment is justified, even if the gland is impalpable. 

The justification for orchidopexy is based on the following ground: 

1) When the testicle is placed in the scrotum, before puberty, it pro- 
} hs sperm and hormone; (2) a bilateral cryptorchid is sterile; (3) 
statistical studies show that malignancy is twice as common in the un- 
descended testis; (4) it is more liable to torsion, strangulation, chronic 
inflammation and trauma; (5) epididymal involvement of the scrotal 
testicle may leave the vide cryptorchid sterile; and (6) psycho- 
logic influences. 

The author employs a two-stage, modified Thorek operation for 
ectopic testis with the patient remaining hospitalized twelve days after 
which he returns in six weeks’ time for a day’s treatment when the 
scrotum is separated from the thigh, the gubernaculum dissected from 
the deep fascia and thigh wounds separately closed. 5 references. 18 
figures. 

REFERENCES TO CURRENT ARTICLES 
Subperitoneal Fatty Hernia. H. R. Groves, Victoria, N. Z. Med. J. Australia, 


1:561-62, June 17, 1944. (The author discusses three cases encountered 
practice with little appearing about the condition in the literature.) 
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Interstitial Ventral Hernia Involving the Small Intestine. Wm. Gray and M. 
Horwitz, Los Angeles, Calif. Am. J]. Surg., 46:134-35, Oct. 1944. (A case of 
interstitial ventral hernia is presented because of its rarity and the diagnostic 
difficulties associated with this condition.) 

Incarcerated Hernia in Infancy. Christopher J]. McCormack, Hartford, Conn. 
Am. J. Surg., 46:116-18, Oct. 1944. (A case of an incarcerated hernia contain- 
ing a ruptured appendix in a child three months old is reported with a 
favorable result —possibly the only case of its kind in literature.) 

Obturator Hernia: Successful Operation in an Eighty-three Year Old Woman. 
Eli Saleeby, Philadelphia, Pa. Am. J. Surg., 15:429-94, Sept. 1944. (A case 
report in which laparotomy was performed for strangulated obturator hernia 
in an aged patient with total recovery.) 


Inguinal Hernia in Infants and Children. M. S. Rosenblatt, Portland, Ore. 
Am. J. Surg., 46:88-89, Oct. 1944, (Discussing inguinal hernias occurring in 
infants and children which are almost invariably indirect and on the con- 
genital basis of a preformed sac.) 

A Review of Our Experience with Hernioplastic Procedures. A. La Mont Bartell. 
Permanente Foundation Hospital, Oakland, Calif. Permanente Found. 
Bull., 2:114-20, July 1944. (A review of 574 consecutive inguinal hernio- 
plastics in 483 patients; 42 of these were recurrent hernias; operative and 
postoperative complications are discussed. Cotton sutures were used in all 
these cases. Most of the patients have been carefully followed up; the in- 
cidence of recurrence was 0.7 per cent—4 cases.) 

Treatment of Ventral Hernia (Om behandlingen af ventralhernier). S. Mueller. 
Ugeskr. for Laeger, 105:931, Sept. 9, 1943. 

An Unusual Hernia Producing Abdominal Pain. Richard B. Cattell and B. L. 
Aronoff. Surg. Clin. North America (Lahey Clinic No.), 24:731-32, 1944. 
Ventral Hernia Due to Normal Banding of the Abdominal Muscles. Leo M. 
Zimmerman (Lieut. Comdr., M.C., U.S.N.R.), Barry J. Anson, Edward H. 
Morgan (Lieut., M.C., A.U.S.) and Chester B. McVay (Lieut., M.C., A.U.S.). 
From the Department of Surgery and the Department of Anatomy, North- 
western University Medical School, Chicago, Ill. Surg. Gynec. and Obst., 

8:535-40, May 1944. 

lente Hernia (Hernias estranguladas). J. P. Reggi. Dia med., 15:1091-94, 
Sept. 13, 19483. 

Autoplastic Sutures in Repair of Inguinal Hernia. George G. Chiles (Comdr., 
M.C., U.S.N.R.) and Harry F. Lenhardt (Lieut. Comdr., M.C., U.S.N.). U. S. 
Nav. M. Bull., 43:83-89, July 1944. (Describes technic of repair of inguinal 
hernia using strips of living fascia, obtained as a rule from the external 
oblique muscle; fascia lata of the leg can also be used.) 

Alternative Method of Treatment for Late Cases of Strangulated Femoral 
Hernia. D. K. Mulvany. Brit. M. J., 1:751-52, June 3, 1944. (Report of a 
case with description of treatment employed involving three operations none 
of which was “drastic or prolonged.” ‘The patient made a good recovery.) 


28. Peritoneum 
REFERENCES TO CURRENT ARTICLES 
Traumatic Chylous Ascites: Case Report. J. W. Levering, Abington, Pa. Am. J. 
Surg., 45:434-36, Sept. 1944. (A case of chylous ascites due to trauma is re- 


ported wherein laparotomy, with removal of the fluid, followed by closure 
was satisfactory treatment.) 


Roentgen Features of Chronic Tuberculous Peritonitis. James J. McCort, 
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Boston, Mass. Arch. Surg., 49:91-99, Aug. 1944. (Six cases of tuberculous 
peritonitis are presented in 3 of which the preoperative diagnosis was sug- 
gested by the roentgenographic appearance of the large and small bowel.) 

Plasma Infusions in a Severe Case of Peritonitis with Toxemia (Plasma- 
infusao num caso grave de peritonite com toxemia). F. Luz Filho. Rev. med. 
Bahia, 11:149-57, June 1943. 

The Diagnostic Value of Pneumoperitoneum. J. R. Maxfield and Albert J. 
Mcllwain, Dallas, Tex. Radiology, 42:346-55, April 1944. 

Mild Tuberculous Peritonitis (Peritonitis tuberculosas discretas). J. Dalman 
Sitjes and E. Planell Monros. Dia med., 15:1080-83, Sept. 13, 1943. 

Dermoid Cysts of the Mesentery; Case Report. Charles F. James, Jr. (Major, 
M.C., A.U.S.). Am. J. Surg., 65:116-19, July 1944. (Report of a case in 
which the symptoms were those of a localized peritonitis; treated successfully 
by enucleation of the cysts; this is the sixteenth case reported in Rape 

Post-Operative Pneumo-Peritoneum. J. E. Bannen. Brit. J. Radiol., 119-21, 
April 1944. (General discussion; author states that Eaves Riki d is 
present to some degree after every abdominal operation, and may be respon- 
sible for postoperative chest complications. Measures for minimizing or 
averting it are suggested. One illustrative case discussed and radiograms from 
3 other cases shown in illustration.) 


29. Stomach and Duodenum 


PERFORATED PEPTIC ULCER: A FOLLOW-UP 
STUDY OF 100 CASES 
ASHBEL C. WILLIAMS 


Boston, Massachusetts 
New England J. Med., 230:785-90, June 29, 1944 


A follow-up study averaging three years and four months in extent 
was made of 100 cases of perforated peptic ulcer; 97 were males, 3 
females, with gastric ulcer occurring in 54 per cent, duodenal in 40 per 
cent and pyloric in 3 per cent. In 94 per cent simple suture was 
performed. Excellent results were found in 28 per cent of the cases, 
good in 27 per cent, fair in 22 per cent and poor in 23 per cent. It 
was noted that, whenever the perforation was preceded by severe 
symptoms, prognosis was not good. In a majority of the cases it was 
shown that psychic disturbances and non-cooperation on the part of 
the patient rather than diet, alcohol or tobacco, were the most impor- 
tant factors in recurrence. 

In 3 cases there was a second recurrence, and in one case carcinoma 
developed in the site of the ulcer. It is believed that a second perfo- 
ration is an indication for elective subtotal gastric resection. The 
average patient adheres to ulcer regime only as long as symptoms 
persist. Such gastric surgery should not be attempted by inexpe- 
rienced surgeons. 

| The incidence of perforated gastric ulcer (54 per cent) given by this author 


is higher than that reported from some clinics. Most of these perforations are 
so close to the pylorus that they might more properly be called pyloric.—Ep.} 
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PRIMARY GASTRIC RESECTION FOR PERFORATED 
GASTRODUODENAL ULCERS 


ABRAHAM STRAUSS 
Cleveland, Ohio 
From the Surgical Service, Mt. Sinai Hospital, Cleveland, Ohio 
Ann. Surg., 120:60-65, July 1944 


The routine treatment for perforated gastroduodenal ulcers in this 
country has been suture of the perforation and closure of the abdomen 
with or without drainage. Some few surgeons once advocated occa- 
sional gastro-enterostomy to relieve constriction resulting from closure. 
But in this country gastric resection for acute perforation is rarely 
advised. ‘The list of European surgeons who prefer primary resection 
for perforated gastroduodenal ulcer is a long one. ‘The cases are of 
course selected. ‘The same factors influence the mortality rate for 
resection as for simple suture. According to Yudin, the number of 
hours elapsing after perforation is not the only deciding factor. Re- 
section might be indicated after forty-eight hours in a young person, 
but not in an old person even if the perforation were of only two 
hours’ duration. He selects patients under forty-five years of age for 
resection. Friedman, Dreuter, Kuechel and Richard favor radical 
operation in perforations up to six hours and not after nine hours. 
Some surgeons are guided by the degree or extent of peritonitis and 
some by the general condition of the patient. Hans Neuffer con- 
cluded that a case resected within the first four hours has the same 
chances as one resected for chronic ulcer. His time limit for resection 
is ten hours and the age limit fifty. Statistics from clinics where sim- 
ple closure of a perforation of a gastroduodenal ulcer is done as a 
routine show higher mortality figures for comparable cases. It is the 
present writer's thesis that gastrectomy by selection does not jeopardize 
the patient’s life. 

Continuous spinal anesthesia with novocaine is the anesthetic of 
choice. Postoperative treatment was the same as for a routine gastric 
resection. Sulfanilamide, and sulfathiazole, three to four grams of 
each, are left in the abdomen. Wangensteen’s tube, with suction, is 
left in as long as necessary. Intravenous glucose, amino-acids, vitamins 
and transfusion are administered. Water by mouth is usually given 
after 48 hours. Usually the wound is closed without drainage. In the 
present series of 12 consecutive cases treated from 1939-1943, includ- 
ing 8 resections and 4 sutures, there was one case of postoperative 
pneumonia and two of wound dehiscence, one of which was followed 
by a ventral hernia which has since been repaired. ‘There were no 
deaths. All cases were cured both of their ulcers and perforations. 
Their convalescence was not so long nor so limited in diet as is usually 
necessary for the cure of ulcer. The average hospital stay was twenty- 
three days, the shortest was eleven and the longest (due to postopera- 
tive pneumonia) was forty-seven days. 
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The author concludes that in selected cases primary resection for 
perforated gastroduodenal ulcers offers the patient a cure of his dis- 
ease. It saves him further ulcer treatment and second operation. It 
removes the danger of a second perforation, and it does not increase 
the operative mortality above that of simple suture. It should super- 
‘sede routine suture in younger patients in good condition. 10 
references. 1 table. 


[As far as I am aware, this article is the first paper in a major American 
surgical journal reporting a series of cases of perforated peptic ulcer treated 
by gastric resection. Dr. G, Gavin Miller of Montreal has used this mode of 
treatment for some years in Canada, and in Eastern Europe it is especially 
popular. A large number of the European surgical clinics do gastric resection 
in perforated ulcers which come up to certain standards, i.e., those seen before 
six hours, those without pus in the peritoneal cavity, and those in which the 
patient is in fairly good general condition. Dr. Serge S. Yudin of Moscow had 
done over 1,400 gastric resections for perforated ulcer up to 1939. In 1934 
he had a mortality rate of 8.5 per cent. 

As to whether this technic is suitable for wide adoption in this country 
there is considerable doubt. Better medical treatment and differences in diet 
make the problem of ulcers in American patients different than is the problem 
in Eastern Europe. The reports in the literature vary widely as to the results 
of simple closure. ‘Thus Guthrie and Sharer (Permanence of Cure Following 
Ruptured Duodenal Ulcer, J.A.M.A., 107:1018-1022, September 26, 1936) state, 
“In this group of patients with simple closure who did not develop obstruction, 
over 95 per cent of those followed remained well, the perforation perhaps 
destroying the ulcer site to a degree approaching that of the cautery.” On the 
other hand, Harrison and Cooper report a much higher incidence of recurrence, 
namely (Immediate and Late Results of a Perforation of Peptic Ulcer, Annals of 
Surgery, 116:194-199, August 1942), “The incidence of recurrence of symptoms 
of ulcer postoperatively, after simple closure of the perforation, was found to 
be 82.5 per cent.” A compromise position might be to substitute gastric re- 
section for gastro-enterostomy in cases similar to those few in which gastro- 
enterostomy has heretofore been advised. Lewisohn (Persistence of Duodenal 
Ulcers After Suture of an Acute Perfor ation, S. G. & O., 64:172-177, February 1, 
1937) points out that the incidence of gastrojejunal ulcers following gastro- 
enterostomy in the presence of acute perforation may be as high as 51 per cent. 

It would seem wise at present to continue a conservative attitude, but to 
bear in mind that gastric resection may in the future be adopted in the treat- 
ment of some cases of perforated peptic ulcer.—Epb. | 


THE TREATMENT OF BLEEDING PEPTIC ULCER. WITH 
A REPORT OF 160 CASES TREATED BY A 
PROMPT FEEDING PROGRAM 
LEON SCHIFF 
Cincinnati, Ohio 


Cincinnati J. Med., 25:187-202, July 1944 


The author presents a study of the treatment of 160 patients with 
bleeding peptic ulcer with a slightly modified Meulengracht diet. The 
diagnosis of ulcer was confirmed in each instance by x-ray examina- 
tion, gastroscopy, Operation or autopsy. ‘here were 141 males and 19 
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females and over half of the patients were fifty years or over. In 
twelve cases there was no history of any digestive distress prior to 
hemorrhage, while in 33 the digestive distress was not characteristic 
of peptic ulcer. Approximately one-half of the patients (83) had had 
no previous episode of hemorrhage, while a little over one-fourth had 
had one or more previous bouts of bleeding. In 121, or approxi- 
mately three-fourths of the patients, the bleeding had been severe 
enough to reduce the red cell count to 3 million or less and in 61, or 
about two-fifths of the group, the red cell count had been reduced to 
2 million or less per cubic mm. of blood. Eighty-one, or approxi- 
mately one-half of the patients, received one or more blood trans- 
fusions, usually consisting of 500 cc. of citrated blood. ‘The gross 
mortality was 6.8 per cent, a considerable improvement over the figure 
of 25.6 per cent obtained on the old preliminary starvation regime 
between the years 1927 and 1937. ‘The average hospital stay was 25.6 
days in contrast to 32.4 days on the old form of therapy. ‘The causes 
of death are tabulated and divided into exsanguination and compli- 
cating factors. ‘The mortality from exsanguination alone (net mor- 
tality) was 3.1 per cent. In 8 of the 11 fatal cases, death occurred 
during the first episode of bleeding. One of the patients who died 
from exsanguination was 28 years of age and two others were 39 and 
42 years, respectively. Mittelmann and Wolff have demonstrated the 
chronological relationship between untoward emotional reactions and 
the onset and recrudescence of ulcer symptoms, including hemorrhage 
in some instances. Also Davies and Wilson have pointed out that 
events capable of producing unusual emotional stress frequently pre- 
cede the hemorrhage by a few days. All ulcer patients should there- 
fore be encouraged to avoid increased responsibility and try to live a 
more even life with plenty of time allowed for execution of the tasks 
required. 

A few patients will require surgery. X-ray examination of the 
stomach and duodenum by the Hampton technic is recommended. 
The mortality rate for surgical treatment of bleeding ulcer in a large 
series of cases was about 21 per cent. ‘The critical time to operate has 
been variously judged as being within the first forty-eight to seventy- 
two hours after hemorrhage. The operation of choice is subtotal 
gastrectomy. Perhaps with better preoperative preparation and the 
more liberal use of massive transfusions, the critical time interval may 
be safely extended a little in selected cases. Surgery should never be 
invoked unless a competent abdominal surgeon is available. 45 ref- 
erences. 9 tables. 
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VALVULAR GASTROSTOMY 


M. E. STEINBERG 





Emmanuel Hospital, Portland, Oreg. 
Am. J. Surg., 65:138-40, July 1944 


In 1942, the author described a valvular gastrostomy employing a 
flap of the anterior stomach wall. A channel was formed by suturing 





Fic. 3. Fic. 4. 


Fic. 1. Incision parallel to the lesser curvature; suturing of the seromuscularis over the rubber 
tube. 
Fic. 2. A tunnel was formed by the approximation of the anterior stomach wall over the 
rubber tube. 
Fic. 3. This illustrates the method used in the original operation. The whole serosa lined 
channel down to its base has been separated from the main body of the stomach. This pro- 
cedure has been discarded since it might endanger the blood supply to the terminal end of the 
pedicle tube; particularly so after its invagination upon itself. (See Figure 6 for comparison.) 
Fic. 4. Suturing of the stomach mucosa over the distal half of the tube. 
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the seromuscularis over a rubber tube. This pedicle was “rather 
long,’ but maintained its continuity with the main body of the stom- 
ach by a narrow base. The pedicle tube was “invaginated upon itself” 
to form a valve-like structure. This operation was done on one patient 
with carcinoma of the esophagus, and the gastrostomy functioned 
efficiently. However, as there was danger that the invagination of the 
pedicle tube upon itself might have a tendency to “‘strangulate” the 


ah 








La 
Fic. 5. Alternative method. ‘The same is Fic. 6. The distal half of the tube is now 
accomplished as in Figure 4 by suturing of free and is covered by stomach mucosa. The 
the mucosa over the distal half of the tube proximal half of the tube maintains its at- 
between two clamps. tachment to the main body of the stomach. 


Compare with Figure 3 which shows the 
original method now discarded. 





i "\ 

we 
Fic. 7. ‘The distal half of the tube has been in- 
vaginated through the serosa lined channel. 
The opening in the anterior wall of the main 
body of the stomach is closed by three rows of 
sutures (not shown in this illustration). Insert: 
a the valvular gastrostomy is actually shorter 

than indicated in the main illustration. 


Illustrations by courtesy of The American Journal of Surgery. 
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blood supply to the terminal part of the tube, the author has modified 
the technic. With the new technic, only the terminal half of the 
pedicle tube is separated from its continuity with the main body of 
the stomach; the proximal half, nearer to the greater curvature, is not 
disturbed; and the blood supply to the distal half of the gastrostomy 
tube is not interfered with. The wider diameter of the proximal half 
of the channel with this method facilitates the invagination of the 
narrow terminal half of the tube. 

This new technic has been employed in a case of mucous cell 
carcinoma involving about one-third of the lesser curvature and part 
of the abdominal esophagus. ‘The tumor was considered inoperable 
because of extension into the lesser omentum and fixation. About 
three-fourths of the stomach on the anterior surface was free from 
carcinoma. A gastrostomy was done by the method described. The 
patient was able to take food by mouth and tube three days after 
operation. Since discharge from the hospital, he has been kept under 
observation; he introduces the tube into the stomach through the 
gastrostomy opening ‘‘during feeding time” and no leakage has ever 
occurred. 

[The need for a gastrostomy without a tube in many cases is evident. Tube 
gastrostomies tend to close if the tube falls out. Of the various methods of 
permanent gastrostomy the Janeway and Spivack have much to recommend 
them. The present method of Dr. Steinberg has much to recommend it, but 
his series of one case by the original technic and one case by the revised technic 
is too small to form definite conclusions. One of the best ways to understand 
some of these complicated gastrostomy methods is to take a piece of scrap paper, 
mark on it the lines of incision with a pencil, and then with a pair of scissors 
cut the described flaps, tubes, etc.—Eb. | 


REFERENCES TO CURRENT ARTICLES 

A Case of Perforating Leiomyosarcoma of the Duodenum Associated with 

Parturition. M. H. L. Williams, Melbourne, Australia. M. J. Australia, 
:585-86, June 24, 1944. (The tumor found in this patient was fairly typical 
of its type with ulceration, inflammation and necrosis due to avascularity.) 

Modern Diagnosis and Treatment of Infantile Pyloric Stenosis. J]. V. Braith- 
waite, Leicester, England. M. Press, 5489:36-8, July 19, 1944. (A comprehen- 
sive study and discussion of the diagnosis and treatment of this condition.) 

Duodenal Ulcer from the Surgical Standpoint. R. L. Sanders, Memphis, ‘Tenn. 
J. Omaha M. A., 5:70-77, Aug. 1944. (Except with acutely perforating ulcers, 
the choice of surgical procedure in duodenal ulcer lies between gastroenteros- 
tomy and partial gastrectomy.) 

Gastric Lesions High on the Lesser Curvature. M. S. Rosenblatt, Portland, Ore. 
Am. J. Surg., 45:404-5, Sept. 1944. (Presenting a method of handling cases 
of ulcer or carcinoma high up on the lesser curvature of the stomach which 
may not be considered for gastrectomy.) 

Subtotal Gastrectomy for Duodenal Ulcer. Ralph Colp, P. Klingenstein, S. 
Mage and L. J. Druckerman, New York, N. Y. Ann. Surg., 120:170-80, 
Aug. 1944. (A discussion of the history, physical examination and pth 
data, anesthesia, operative procedure and complications of duodenal ulcer.) 

Leiomyoma of the Jejunum. Harold A. Hanno and Maurice Mensh, Philadel- 
phia, Pa. Ann. Surg., 120:199-206, Aug. 1944. (A review of the incidence, 
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pathologic characteristics and clinical features of leiomyoma of the small 
intestine.) 

Retrograde Jejunogastric Intussesception Through a Subtotal Gastrectomy Stoma. 
W. L. McNamara (Lieut. Col., M.C., A.U.S.), Hines, Ill. Ann. Surg., 120: 
207-10, Aug. 1944. (Presentation of a case in which retrograde intussuscep- 
tion of the jejunum occurred through a gastrectomy stoma.) 

A Case of Phytobezoar with Interesting Radioscopic Findings (Ein Phytobezoar- 
Fall mit interressantem radioskopischen Befund). K. Guerkan. Chirurg, 
15:554, Sept. 15, 1943. 

Gastrocolonic-Duodenal Fistula and Its Surgical Treatment (Die Magen-Kolon- 
Diinndarmfistel und ihre operative Behandlung). G. Kapitanoff. Med. Klin., 
40:104-7, Feb. 18, 1944. 

Diverticula of the Stomach. Douglas Telford, Vancouver, Canada. Canad. M. 
A. J., 50:526-29, June 1944. (Report of a case in which diagnosis was made 
by X-ray after the patient had had symptoms of disturbed gastric function 
for twenty-five years. Diverticulum amputated by clamp and cautery; the 
stump oversewn and inverted. Patient has been well since operation except 
for occasional ‘‘mild indigestion.” Review of literature shows diverticula of 
the stomach to be “medical curiosities.’’) 

Results of Surgical Treatment of Ulcer (Die Erfolge operativer Ulcusbehand- 
lung). P. Huber. Arch. f. klin. Chir., 205:431-41, Mar. 31, 1943-44. 

Treatment of Ulcer with Dextrose and Normal Diet (Die Ulkusbehandlung mit 
Traubenzucker und Normalkost). Heim. Med. Klin., 40:37-9, Jan. 21, 1944. 


The Significance of Early Diagnosis of Gastric Carcinoma in the Final Fate of 
the Patient (Die Bedeutung der friihzetigen Diagnose des Magenkrebses fiir 
das weitere Schicksal der Kranken). Monatschr. f. Krebsbekampf. 11:53-67, 
April 1943. 

Seven Operated Cases of Gastrocolic Fistula, Six being from 1942 (Syv opererde 
Tilfaelde af Fistula gastrocolica; deraf de sex fra 1942). S. Kjaergaard. Ugeskr. 
for Laeger, 105:917-23, Sept. 9, 1943. 

Hypertrophy of the Pylorus in Adults and Its Clinical Significance (Die 
Pylorushypertrophie des Erwachsenen in ihrer bee mae Bedeuntung). V. 
Hoffman. Arch. f. klin. Chir., 205:442-54, Mar. 31, 1943-44. 


Experimental Studies on the Pathogenesis of Tablet (Experimentelle 
Untersuchungen tiber die E rsa des Pylorospasmus). G. Bonell. Deutche 
med. Wchnschr., 70:267-69, May 12, 1944. 

The Subphrenic Air Crescent and Other Signs of Perforated Ulcer (Die sub- 
prenische Luftsichel und andere Zeichen der Ulcus Perforation). K. Scheele. 
Arch. f. klin. Chir., 205:395-406, Mar, 31, 1943-44. 

Differential Diagnosis of Perforated Ulcer with Some Typical Examples (Dif- 
ferentialdiagnose des perforierten Ulcus an Hand einiger typischer Beispiele). 
J. Hild. Arch. f. klin. Chir., 205:372-94, Mar. 31, 1943-44. 

How to Avoid Flare-Ups of Peptic Ulcer. Walter C. Alvarez. Rochester, Minn. 
From the Division of Medicine, Mayo Clinic. J. A. M. A., 125:903-904, July 
29, 1944. 

Development of Gastrectomy; New Aseptic Process (Evolucao da gastrectomia; 
novo processo asseptico). A. Monteiro. Hospital, Rio de Janeiro, 25:221-40, 
Feb. 1944. 
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30. Small Intestines 


CORRELATION OF THE X-RAY DIAGNOSIS WITH THE 
OPERATIVE FINDINGS IN SMALL INTESTINAL 
OBSTRUCTION 
CLAupE J. Hunt 


University of Kansas Medical School 
Radiology, 43:107-14, Aug. 1944 


In the small bowel the gas is distributed and intimately mixed with 
the bowel contents and cannot normally be shown by radiologic study. 
Its demonstration is indicative of bowel interference and is of patho- 
logical significance. It presents a shadow early in obstructive lesions 
of the small bowel which is of great diagnostic value. ‘The typical 
transverse pattern described by Case is not necessary for a diagnosis of 
small-bowel obstruction. In the adult, gas seen in the small bowel indi- 
cates obstruction but such a finding has no diagnostic significance in 
very small children. ‘The distribution of gas in the small intestine is 
indicative of the probable type of lesion. In simple obstruction it may 
be centrally located, with a transverse long axis; in loop obstruction, 
the dilated loops may assume no definite pattern and proximal bowel 
distention is slow in developing. If the walls separating loops are 
thick, it signifies the presence of fluid or exudate. ‘The step-ladder 
appearance of small-bowel distention indicates advanced obstruction 
and is associated with a variable degree of abdominal distention. An 
abdominal roentgenogram will frequently determine whether disten- 
tion is in the large or small bowel. In postoperative distention, if the 
obstruction is mechanical, the small bowel is distended and the colon 
is empty; in ileus, gaseous distention is present in both small and large 
bowel. Repeated films may be necessary to determine the certainty 
of ileus. 

A simple adhesive band producing proximal distention of the bowel 
results in no immediate vascular damage and operation may be delayed 
until rehabilitation of the patient and intestinal decompression has been 
accomplished. A loop obstruction, volvulus or strangulation demands 
immediate operation. With such obstruction the bowel does not as- 
sume the transverse position but forms one or more distended loops 
with no set pattern and with little or no proximal distention for some 
hours. Simple adhesive obstructions of the small intestines are most 
common and can be detected early by radiologic study. In passing a 
Miller-Abbott tube much time can be saved by starting intubation 
under fluoroscopic control, as described by Lockwood. T he value of a 
barium enema in the reduction of intussusception is emphasized. 7 
references. 7 figures. 
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ON SEVERE INTESTINAL HEMORRHAGE DUE TO MYOMA.- 
TOUS TUMOR OF THE JEJONU M, WITH A NOTE ON 
BLEEDING MYOMATA OF THE SMALL INTESTINE 


GorDON Gorvon-TAyLor (Temporary Surgeon Rear Admiral, R.N.) 
Brit. J. Surg., 31:266-69, Jan. 1944 


A case is reported in a woman 67 years of age in which the chief 
symptom was severe recurrent melena; diagnostic study indicated that 
the small intestine was the source of the bleeding. ‘he preoperative 
diagnosis was heterotopic gastric mucosa in a Meckel’s diverticulum. 
At operation a segment of ha small intestine was found to show a “‘con- 
siderable projection” from the mesenteric surface, which was “turgid 
and florid with dilated blood vessels.” About 8 or 9 inches of the 
small intestine, including the “‘protrusion,’’ were resected, with end-to- 
end anastomosis. Inspection showed no other abnormality in the in- 
testinal tract; it was found, however, that the segment removed was not 
in the ileum but was about 2 feet from the duodenal flexure. The 
abdomen was closed without drainage, and the patient made a good 
recovery and has been well for five years with no recurrence of intes- 
tinal hemorrhage. Pathological examination of the intestinal segment 
removed showed a fibromyoma of the jejunum; the tumor was very 
vascular, but showed no evidence of malignancy. A second case is 
reported in a man 67 years of age, in which repeated intestinal hemor- 
rhages had resulted in a severe anemia. A drip blood transfusion was 
given before operation, which was undertaken “on the presumption 
that a duodenal ulcer was bleeding desperately”; no ulcer was found, 
although the duodenum was opened. ‘The patient’s condition made it 
necessary to close the abdomen without inspection of the entire small 
intestine; the patient died a few hours later. Autopsy showed a tumor 
in the middle of the jejunum, ulcerated on its mucosal surface; his- 
tologically it was a leiomyoma. A review of the literature shows other 

cases reported in which a myomatous tumor of the small intestine 
caused severe intestinal bleeding; however, such tumors are relatively 
infrequent. ‘hey are usually “frankly benign,” but some have shown 
a tendency to malignancy. Diagnosis is often difficult, as the x-rays are 
not of as much value in the diagnosis of tumors of the small intestine 
as of those elsewhere in the gastrointestinal tract. This is especially 
true of myomatous tumors, which are usually subserous and alter the 
appearance of the mucosa but little. ‘The possibility that intestinal 
hemorrhage may be due to a myomatous tumor of the small intestine 
should be recognized; as the exact diagnosis and localization of such 
tumors are often impossible by the usual diagnostic measures, explora- 
tory operation is justified before it is too late to save life. Bleeding 
Meckel’s diverticulum is found chiefly in children and adolescents;’ 
myomata of the small intestine occur in later life. 
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The Position of the Small Intestine as Determined Roentgenographically, 
M. H. Poppel and S. T. Herstone, New York, N. Y. Am. ]. Roentgenol., 52:52, 
July 1944. (The conclusion is reached that no significant changes take place 
in the position of the small intestinal loops after death.) 

The Normal Distribution of the Small Intestine. S. T. Herstone and S. Freund, 
New York, N. Y. Am. J. Roentgenol., 52:46-51, July 1944. (The authors 
state the impossibility of predicting the distance of a loop from the duo- 
denojejunal junction by its location in the abdomen.) 


Malignant Carcinoid ‘Tumors of the Small Intestine. |. E. Blumgren, Duluth, 
Minn. Minnesota Med., 27:620-3, Aug. 1944. (Since all carcinoids are of 
slow growth they have been considered to be benign though all are potentially 
malignant.) 


Faulty Intestinal Rotation: Case Reports. John A. Stewart (Maj., M.C., A.U.S.). 
Am. J. Surg., 45:425-9, Sept. 1944. (Two cases of abnormality in the third 
stage of embryological intestinal rotation are presented.) 

Experimental Observations on the Human Ileocecal Valve. Raymond E. Buirge 
(Capt., M.C., A.U.S.). Surgery, 16:256-69, Sept. 1944. (Experimental results 
indicate that the mechanical, hormonal and local reflexes of the ileocecal 
valve and sphincter are so adjusted as constantly to produce responses 
identical with those of the small intestine to adrenergic and cholinergic drugs.) 

Adenocarcinoma of the Ileum in a Girl of Thirteen. I. D. Puppel and L. E. 
Morris, Jr., Columbus, O. Am. J. Surg., 46:113-5, Oct. 1944. (The out- 
standing feature of this case was its early incidence with surgical treatment 
instituted because of associated intussusception with typical symptoms of 
mechanical obstruction.) 


Carcinoma of the Small Intestine. W. J. McDougal, Grand Rapids, Mich. Am. 
J. Surg., 46:119-22, Oct. 1944. (Due recognition of carcinoma of the small 
intestine as a definite entity with its signs and symptoms to enable a correct 
diagnosis with reasonable assurance.) 

Primary Duodenal Diverticula; “\eview of the Recent Literature; Report of a 
Case with Severe Hemorrhage. L. L. Frank. Rev. Gastroenterol., 11:179-89, 
May 1944. 

Atresia of Small Intestine. “Two Case Reports; One Multiple Atresia, With 
Survival. William H. Erb and Delbert C. Smith, Philadelphia, Pa. From 
the Surgical Service of Dr. E. L. Eliason, Philadelphia General Hospital, 
Philadelphia, Pa. Ann. Surg., 120:66-72, July 1944. 

Treatment of Typhoid Perforation; Remarks on the Epidemiology of Typhoid 
Fever in the Region of New Palmyra (Tratamiento de la perforacion tifica; 
consideraciones sobre la epidemiologia de la fiebre tifoidea en la zona de 
Nueva Palmira). M. Perez Fontana. An. Fac. de med. de Montevideo, 
28:867-74, 1945. 

Two Cases of Meckel’s Diverticulum in Crural Hernia in Males (To Tilfaelde 
af. Meckels Diverticel i Cruralhernier hos maend). Ugeskr. for 
105:844, Aug. 19, 1943. 

Regional Enteritis; Pathologic Study of Twenty-l'wo Cases. Frederic M. 
Owens, Jr., Univ. of Chicago Medical School, Chicago, Ill. Arch. Surg., 
18:465-71, June 1944. (Pathological study of multiple sections from various 
portions of the bowel in each case. In 16 cases surgically excised segments 
only studied; in 5 cases both surgically excised segments and autopsy speci: 
mens, and in 1, autopsy material only. Neuromuscular hyperplasia was 
found to be a characteristic feature of the lesions not previously reported.) 

Malignant Tumors of the Small Intestine (Tumores malignos del intestino 
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delgado). C. M. Rodriquez Estevan. An. Fac. de med. de Montevideo, 
28:829-47, 1943. 

Regional Enteritis. John Roberto Phillips. Houston, Tex. Am. J. Digest. 
Dis., 11:197, June 1944. 

The Effect of Certain Drugs on the Motility of the Jejunoileum in Normal 
Man. Fernando Huidobro, Enrique Montero and Francisco Cuevas, Santiago, 
Chile. From the Department of Pharmacology and Biochemistry of the 
Catholic University of Chile and the Department of a of the 
Clinical Hospital of the Catholic University of Chile, Santiago, Chile. Surg. 
Gynec. and Obst., 78:471-76, May 1944. 

Congenital Atresia of the Hleum, Spontaneous Perforation and Multiple Intus- 
susception, “Two Case Reports. Bernard J. Ficarra and William B. Degen, 
Kings County Hospital, Brooklyn, N. Y. Am. J. Surg., 65:123-26, July 1944. 
(In one case the patient was a newborn premature infant; operation thirty- 
six hours after birth; death from peritonitis. In the second case, the child 
was twenty-three months old; symptoms for five days before admission to 
hospital; operation delayed another seven days, but patient recovered.) 


Primary Carcinoma of the Jejunum and the Ileum. P. G. Boman, Duluth, 
Minn. Am. Int. Med. 20:779-788, May 1944. (Analysis has been made of 
cases of primary carcinoma of the jejunum and ileum, the occurrence being 
rare. ‘There were 3 postoperative deaths; 2 patients lived six months and two 
years respectively; 2 are still living. Careful evaluation of early symptoms, 
thorough x-ray examination, and exploratory operation are suggested for 
better results.) 

Perforation of the Ileum Following Late Ileostomy for Ulcerative Colitis. John 
H. Crandon, Thomas D. Kinney, and Irving J]. Walker, Boston, Mass. New 
England J. Med. 250:419-421, April 6, 1944. (Iwo cases are reported of 
hitherto undescribed complication of late ileostomy for ulcerative colitis, with 
perforation of the ileum above the site of ileostomy followed by peritonitis. 
It is suggested that in prolonged severe ulcerative colitis, ileostomy if required, 
should be ‘performed at least 90 cm. above the ileocecal valve.) 


Two Cases of Subcutaneous _— of Jejunum; Recovery. I. R. M. Whig- 
ham and D. B. Handelman, Andrew’s Hospital, Bow. Brit. M. J., 1:813, 
June 17, 1944. (Reports 2 cases, both of which were successfully operated 


upon, although in one case, a girl 11 years of age, operation was delayed for 
twenty-four hours.) 


Case Records of the Massachusetts General Hospital: A Case of Meckel’s Diver- 
ticulum With Perforation of Diverticulitis of the Sigmoid and Localized 
Peritonitis With Matting of Loops of the Small Intestine. New England J. 
Med., 230:466-68, April 13, 1944. 


31. A ppendix 


THE EARLY DIAGNOSIS OF ACUTE APPENDICITIS IN 
CHILDREN. A NEW SIGN AND SYMPTOM 
J. A. Garcia 
Corpus Christi, Tex. | 
Med. Record, 157:485-86, Aug. 1944 


The author has seen three children in the past seven years in which 
pain and tenderness were in the midline and gene to the left about 
midway between the symphysis pubis and the umbilicus. In the first 














112 QUARTERLY REVIEW OF SURGERY 





twelve hours the pain was not interpreted correctly. Pressure on the 
right lower quadrant did not elicit pain response any more than pres- 
sure either on the left lower quadrant, at the suprapubic region or at 
any other part of the abdomen. Operation revealed ruptured appendix 
with peritonitis. “The appendix was found at the usual location at 
operation. ‘Three such cases with fatal termination are described. 
Since this experience, the author has operated on four children with 
this sign successfully. He concludes that when a child becomes sud- 
denly ill, but not ac utely so, and complains of pain in the midline half- 
way between the umbilicus and the symphysis pubis, with no diarrhea, 
little or no temperature and a fairly normal pulse, acute appendicitis 
must be strongly suspected and an exploratory laparotomy is justifiable 
not later than eighteen hours after onset of the disease. 2 references. 
[Many children with appendicitis fail to locate accurately the area of greatest 
abdominal tenderness, but indicate a wide area of the lower abdomen. By very 
gentle palpation an area of increased muscular tension usually may be detected at 

McBurney’s point in the early stage, and a right-sided tenderness be detected 

by finger in the rectum or by the iliopsoas, psoas or obturator tests. Diarrhea 

is present in 5 per cent of cases.—Ep. | 
REFERENCES TO CURRENT ARTICLES 

Chronic Appendicitis. E. R. Nobles, Rosedale, Miss. Mississippi Doctor, 
22:39-42, July 1944. (Discussion of the two schools of thought over the 
question of procedure in chronic appendicitis.) 

Sulfonamides in Appendicitis. L. R. Kaufman and W. L. Mersheimer, New 
York, N. Y. Am. J. Surg., 45:393-403, Sept. 1944. (Laboratory and clinical 
evidence is presented, testifying to the worth of sulfathiazole or ‘its soluble 
sodium salt in treating peritonitis.) 

An Ambulatory Program Following Operation for Unruptured Appendicitis. 
C. A. Lauer and R. K. Kerr (Lt. Comdr., M.C., U.S.N.R.). U.S. Nav. M. 
Bull., 43:232-3, Aug. 1944. (This procedure resulted in an early return to 
an active sports program among 46 patients without complications.) 

Thoughts on Appendicitis (¢ Ee em torno da apendicite). R. Argollo 
Ferrao. Arq. cir. clin. exp., S. Paulo, 7:552-77, Dec. 1943. 

Acute Gangrenous Aomeaaie lie Cunakiinie’ by Pylephlebitis. Oliver Eitzen. 
Ohio State M. J., 40:325-26, April 1944. 

Surgical Clinics. Chronic Appendicitis (Clinica quirurgica; apendicitis cronica). 
QO. Ivahissevich and I. Fabrega. Bol. Asoc. med. nac., Panama, 5:No.15:32 
March 1943-44. 

Diagnostic Features of the First Pain of Acute Appendicitis. E. L. Keyes, St. 
Louis, Mo. J. Missouri M. A., 41:30-33, Feb. 1944. 

Appendicitis in the Tropics; Experiences in a U. S. Naval Base Hospital. John 
FE. Porter (Capt., M.C., U.S.N.) and Gerald H. Pratt (Lieut. Comdr., M.C., 
U.S.N.R.). Am. J. Surg., 65:153-56, Aug. 1944. (In 316 abdominal opera- 
tions in a year at a Naval Base Hospital in the South Pacific, 41 per cent 
were for appendicitis, Appendicitis in the tropics shows more rapid progress 
with a greater tendency to gangrene than in temperate climates. Prompt 
operation is indicated; the authors consider spinal anesthesia the anesthetic 
of choice.) 

Appendicitis in Situs Inversus Totalis. Manfred U. Prescott and Richard W. 
Zollinger (U. S. Army Medical Corps). Am, J. Surg., 64:288-90, May 1944. 
(Three cases of situs inversus totalis are presented in full detail.) 
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Salpingo-Oophoritis and Appendicitis in Patients with Congenitally Absent 
Vagina, Uterus and Left Adnexa. Walter J. Reich and Mitchell J. Nechtow, 
Cook County Hospital, Chicago, Ill. Am. J. Surg., 64:291-93, May 1944. 
(Report of a case of this extreme rarity.) 

The Retrocecal Appendix. With One Case Report. William C. Reed (Lieut. 
Col., M.C., A.U.S.), Camp Shelby, Miss. J. Indiana M. A., 37:387-90, 
Aug. 1944. 

Some Problems of Appendix Radiology. A. M. Rockow, London, England. 
Brit. J. Radiology, 17:265-70, Sept. 1944. (The author’s observations upon 
current methods of studying the appendix with certain deductions thereon.) 


32. Colon and Rectum 


TECHNIC OF TOTAL COLECTOMY FOR ULCERATIVE 
COLITIS 
RicHARD B. CATTELL 
Surg. Clin. North America (Lahey Clinic No.), 24:661-74, June 1944 


At the Lahey Clinic two types of ileostomy for ulcerative colitis are 


performed. In the double-barrel type both the proximal and distal 
ileac loops are brought out through the same incision. ‘In the divided 

















Fic. 1. The double-barrel type of ileostomy with both loops to be brought 
out through the same incision. The proximal loop on the right will be 
brought out below the distal loop. The ileomesentery and the ileum have 
been divided with the abdomen open in order to permit satisfactory anchor- 
ing of the loops. 
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Fic. 2. This type of ileostomy with the distal end inverted, should not 
be used 


type, the proximal or functioning ileac loop is brought out through 
the lower right midrectus, and the distal non- functioning loop is 
brought out through a stab incision outside of the rectus in the anterior 
axillary line above the level of the umbilicus. The double-barrel oper- 
ation is done on patients in very poor condition or on patients in good 
condition but medical failures where there is a chance of restoring con- 
tinuity by later taking down the ileostomy. The divided type of 
ileostomy is performed when total colectomy can be decided upon at 
the time of ileostomy. It makes the first stage of colonic resection 
somewhat simpler by avoiding the necessity of dealing with a small 
blind loop of distal ileum. 

The technic of total colectomy performed in two stages following 
ileostomy is described. In the first stage operation, the cecum and 
ascending colon are freed, the hepatic flexure is freed and the entire 
right colon elevated, so that the mesocolon can be inspected. As much 
of the mesocolon as possible is saved for peritonization of the right side 
of the abdomen. Peritonization is done as one proceeds with the resec- 
tion. A limited first stage may be indicated, but usually the resection 
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is continued to include the splenic flexure and descending colon. Blood 
transfusion is given routinely either during or at the conclusion of this 
resection. The patient remains in the hospital from fifteen to twenty 
days. No irrigation of the remaining loop is given. A moderate 
amount of discharge occurs from the implanted loop and a somewhat 
decreased rectal discharge is present. 

The second stage of the resection should be delayed for 2 to 3 
months. An abdominoperineal resection is made in every colectomy. 
The implanted loop is sutured and a left rectus incision is made, de- 
taching the implanted loop. ‘The peritoneal attachment of the de- 
scending colon and sigmoid is severed, and the mesosigmoid is freed up. 
Most of the mesocolon can be left after ligating the left colic and sig- 
moidal vessels. Reperitonization of this portion of the operative field is 
performed before the dissection of the pelvis. Pelvic dissection of the 
rectum is performed bluntly. ‘To diminish bleeding it is best to ligate 
the middle hemorrhoidal pedicles. The dissection is carried down 
posteriorly well beyond the tip of the coccyx, and the deep pelvic fascia 
is cut at this level, exposing the levator muscles on each side. If a large 
segment of descending colon remains, a portion of the bowel will have 
to be removed before reducing the remaining segment. ‘The rectosig- 
moid can then be reduced into the pelvis by turning it back on itself. 
It is held in place by a gauze sponge, which is removed through the 
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Fic. 3. The cecum and ascending colon have been freed by division of the 
lateral peritoneal attachment. Inset: The outline of the colon showing the 
limits of resection of the first and second stage. 
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Fic. 4. The hepatic flexure has been detached and dropped, and the duo 
denum has been exposed. 


perineal incision. Most women who have a total colectomy should be 
sterilized by tubal division. If not, cesarean section should be advised 
in case of pregnancy. The abdominal incision is closed without drain- 
age and is walled off to avoid contamination by the disc harge from the 
ileostomy. The anus is then closed with the patient in a modified 
Sims position. <A transverse incision is made below the coccyx, enter- 
ing the presacral space, and the segment of bowel is delivered. The 
levator muscles can be stretched over the finger and divided close to 
the bowel. ‘he segment is then detached from the transversus perinei, 
vagina or prostate. A small drain is placed in the lower pelvic space 
and the incision is closed in layers around it. No pack is inserted, and 
sulfonamide drugs are used only if infection is present outside the 
bowel or if the bowel perforates during removal. ‘Tranfusion is given 
at the conclusion of resection. All patients are placed on closed blad- 
der drainage for a period of a week. 

In the past twelve years over 100 ileostomies have been done at the 
Lahey Clinic, and if this operation does not give relief total colectomy 
isdone. Over 50 total colectomies have been performed, with 7 deaths. 
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Fic. 5. The cecum, ascending colon and hepatic flexure are free, and the 

dissection is continued through all four layers of the gastrocolic omentum, 

ligating the branches of the middle colic artery. The greater omentum is 

left on the specimen. Jnsert: In poor risk patients the first stage may be 
stopped at the midtransverse colon. 
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Fic. 6. The splenic flexure is being detached by division of the peritoneal 
attachment. 
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Fic. 7. A stab wound has been made through the left rectus muscle and 
a clamp has been passed in to grasp the bowel distally. The proximal 
clamp is placed through the original incision. Inset a, The loop has been 
implanted with the bowel projecting beyond the skin. Inset b, The bowel 
should not be inverted and left within the peritoneal cavity. 
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Fic. 8. The peritoneal attachment of the descending colon and sigmoid has 
heen severed preparatory to dividing the mesosigmoid. Inset, The im- 
planted loop has been sutured. 
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The author believes that colectomy should be done during the chronic 
stage of the disease and not during acute exacerbation. The amount 
of bowel to be removed in stages in total colectomy will depend upon 
the condition of the patient. No blind loops of ileum or colon should 
be left within the peritoneal cavity or peritonitis will result. No at- 
tempt should be made to suture infected bowel. 1 reference. 11 
figures. 

| The technics of this operation have advanced faster than our knowledge of 
the disease. Difficulties of surgical treatment are those of establishing clear-cut 
indications for selection of time and technic in relation to progress of ulcerative 
colitis.—Ep. | 


Reduction of 
Segment 





Fic. 9. The pelvic peritoneum has been incised on both sides, and the 
superior hemorrhoidal vessels have been ligated and divided. Inset a, The 
remaining rectosigmoid segment is being reduced into the presacral space. 
Inset b, The bowel segment is held in place by a gauze sponge. 
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Fic. 10. The pelvic peritoneum is restored by sutures. ZJ/nsert, This 
peritoneal suture line may be reinforced by the fundus of the uterus 
or by omentum. 
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Fic. 11. The segment of bowel has been delivered from the pelvis, 
and the attachment of the levator muscles is being freed up and 
divided. 


Illustrations by courtesy of the W. B. Saunders Company. 
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Effects of Succinylsulfathiazole on the Intestinal Flora and Nutritional Status 
of Rats Fed Evaporated Milk. W. Zimmerman, H. G. Day and L. S. 
McClung, Bloomington, Ind. J. Bact., 48:119, July 1944. (Discussion of an 
experiment on rats when four-fifths were given sodium salt of succinylsulfa- 
thiazole varying from 2.5 to 10.0 g. per 100 g. of milk solids; rats fed more 
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to five weeks with the administration of solubilized liver improving the 
growth rate. 

Rectourinary Fistula. S. F. Wilhelm, New York, N. Y. Surg., Gynec. and Obst., 
79:427-33, Oct. 1944. (Surgical trauma and neoplasm are shown as the com- 
monest causes in 18 cases of réctovesical and rectourethral fistula.) 

A Foreign Body Between the Rectum and Bladder. G. I. Robillard, Chas. 
Goldman and F. O. Osterhus, Brooklyn, N. Y. Am. J. Surg., 45:419-21, Sept. 

1944. (A case is reported of a young male adult in whom the X-ray showed 

the unexplained presence of a long pin lying between rectum and bladder.) 
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The Urobilinogen Test as an Additional Aid in the Early Diagnosis of Fecal 
Fistula. Ivan D. Baronofsky, Minneapolis, Minn., Surgery, 16:377-80, Sept 
1944. (The Ehrlich test is positive if any urobilinogen is present. Other 
examination should include the testing of the fistula discharge for test ma- 
terials given by mouth, such as charcoal or Congo red.) 

Bowel Surgery. Louis Berger and Edward Hirsch, Brooklyn, N. Y. Am. J. Surg,, 
16:31-9, Oct. 1944. (The authors give a review of their five years’ experience 
in bowel surgery.) 

Foreign Body in Pelvic Colon; Its Passage Assisted by Barium Meal. H. I. 
Kallett. Harper Hosp. Bull., Detroit, 2:23, April 1944. 

Megacolon. D.C. Porter. Brit. J. Radiol., 17:132, April 1944. (Report of 2 
cases, one treated by lumbar sympathetic ganglionectomy with relief of 
symptoms, but not return of the normal anatomical structure of the bowels, 
the other case not treated surgically.) 

Spinal Anaesthesia in the Treatment of Hirschprung’s Disease, with Reports 
of ‘Twelve Cases. Margaret Hawksley, Hospital for Sick Children, London, 
England. Brit. J. Surg., 31:245-52, Jan. 1944. (Reports of cases with dis- 
cussion of the technique of high spinal anesthesia employed and of the 
results obtained; only one patient failed to show improvement; 6 are entirely 
relieved of symptoms.) 


33. Intestinal Obstruction 
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Mesenteric Defects. E. G. Dolton, St. Thomas’s Hospital, London, England. 
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Intestinal Obstruction Associated with Defects in the Broad Ligaments of the 
Uterus. T. V. Goode, H. F. Long Hospital, Statesville, N. C., and Walter R. 
Newborn (Maj., M.C., A.U.S.). Am. J. Surg., 65:127-32, July 1944. (Report 
of a case with strangulation of ileum in a defect of “a broad ligament; no 
history of previous pelvic surgery. In most of the cases reported such defects 
follow Baldy-Webster or similar operations for suspension of the uterus. In 
author's case probably congenital in origin.) 


Mesenteric Thrombosis; Case Report. Arthur F. Geis (Lieut., M.C., A.U.S.). 
Am. J. Surg., 65:268-70, Aug. 1944. (Reports a case of venous mesenteric 
thrombosis, successfully operated. Review of literature with special attention 
to symptoms and diagnosis. Emphasizes the need for surgical intervention.) 

Early Postoperative Mechanical Intestinal Obstruction Following the Removal 
of a Ruptured Gangrenous Appendix. Jerry Zaslow, Jewish Hospital, Phila- 
delphia, Pa. Am. J. Surg., 65:276-80, Aug. 1944. (Reports 7 cases in which 











Fecal 
Sept. 
Other 
st ma- 


Surg,, 
rience 


H. I. 


t of 2 
ief of 
owels, 


eports 
ndon, 
h dis- 
yf the 
it irely 


higan 
from 


B. E. 


f two 
Pstino 


sland. 
stinal 
‘ature 


Karl 


yf the 
er R. 
eport 
it; no 
efects 
is. In 


U:S.). 
nteric 
ntion 
tion.) 
noval 
> hila- 
vhich 











QUARTERLY REVIEW OF SURGERY 


123 





death resulted from mechanical-ileus, due to organizing exudate in the right 
lower quadrant after operation for ruptured gangrenous appendix. A low 
temperature, under 100° F., on the thira post-operative day with persistent 
abdominal distention, was found to indicate mechanical rather than paralytic 
ileus.) 

Case Record of the Massachusetts General Hospital: Report of a Case of Intes- 
tinal Obstruction with Infarction of the Small Intestine Due to Adhesive 
Band. New England J. Med., 230:807-12, June 29, 1944. (It was necessary 
in this case with severe vomiting, abdominal pain and tenderness, to differen- 
tiate between acute perforative peritonitis, acute pancreatitis, gg eee dis- 
turbance and intestinal obstruction due to tumor or other cause. Laparotomy 
and uterine suspension had been performed thirty-three years earlier. At 
operation it was found that the intestinal obstruction was due to a band 
running from the right upper quadrant across the terminal ileum, close to 
the cecum, which had caused a large amount of dead terminal ileum from 
thrombosis of the vessels mechanically occluded from torsion of the bowel.) 

Bezoar Causing Intestinal Obstruction. Roy P. Forbes, Denver, Co. J. Pediat., 
24:574-76, May 1944. (Case reported of bezoar in 13-year-old girl, who, it was 
learned after her death, used to pull out her hair, chew and swallow it. 
Three-year asymptomatic intervals between attacks could not be explained. 
The mass was 9 by 5 by 5 cm. in size. Death resulted from volvulus, infarc- 
tion of the bowel and peritonitis. 


Volvulus of the Entire Small Intestine and Its Mesentery. J. J. de Castro 
Barbosa, Getulis Vargas Hospital, Rio de Janeiro, Brazil. Am. J. Surg., 
64:400-404, June 1944. (The author cites an infrequent type of volvulus 
followed by a successful operation.) 

Partial Intermittent Intestinal Obstruction Caused by an Enterolith in the 
Ileum. Proc. Mayo Clinic, 19:436-8, Aug. 23, 1944. (Presenting a case report 
containing data on the only one of its kind in the records of the Mayo Clinic.) 

Correlation of the X-Ray Diagnosis with the Operative Findings in Small 
Intestinal Obstruction. Claude J. Hunt, Kansas City, Mo. Radiology, 
43:107-14, Aug. 1944. (A radiographic film reveals much of interest concern- 
ing the patency of the small intestinal tract.) 

Treatment of Chronic Stenosis of the Intestine (Tratamiento de las estenosis 
cronicas del intestino). Carlos Bonorino Perdé. Prensa méd. argentina, 
31:756-60, April 19, 1944. (General review of medical and surgical treatment 
of chronic intestinal obstruction.) 


34. Anus 
REFERENCES TO CURRENT ARTICLES 
Diagnosis and Treatment of Anorectal Diseases in a Station Hospital. E. H. 


Quandt (Maj., M.C., A.U.S.). Illinois M. J., 86:99-101, Aug. 1944. (The 
author discusses the diagnostic findings of 310 cases.) 


Condylomata Acuminata. O. S. Culp and I. W. Kaplan, Camp Bowie, Tex. 
Ann. Surg., 120:251-56, Aug. 1944. (Application of a 25 per cent suspension 
of podophyllin in mineral oil was found unusually ‘successful in producing 
prompt and complete disappearance of condylomata regardless of size, number 
or duration of the growths.) 

Proctology; Its History and Development as a Specialty (Proctologia; seu his- 
torico € conceito como especialidade). E. Oliveira. Resenha clin. cient., S. 
Paulo, 13:127-32, March 1944. 
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Administration of Succinylsulfathiazole Before and After Hemorrhoidectomy., 
Leo L. Leveridge (Lieut., M.C., A.U.S.). Arch. Surg., 48:366-71, May 1944, 
(In 20 cases, succinylsulfathiazol@ was given in standard doses pre- and post- 
operatively in 10 cases, 10 patients being used as controls. The difference 
in the postoperative course in the two groups was not sufficient to justify the 
use of the drug in hemorrhoidectomy, with the risk of occasional toxic 
manifestations.) 

Surgical Problem of Anorectal Fistula (Fistulas ano-retais e seu problema 
cirurgico). R. Ribeiro da Silva. Arq. cir. clin. exp., S. Paulo, 7:510-47, 
Dec. 1943. 

Hemorrhoids; Surgical Versus Injection Treatment. David N. Yaker, Cedars 
of Lebanon Hospital, Los Angeles, Calif. Am. J. Surg., 65:88-90, July 1944. 
(General discussion; concludes injection treatment indicated in uncompli- 
cated internal hemorrhoids only; surgical treatment in external and mixed 
hemorrhoids.) 

Podophyllin Treatment of Condylomata Acuminata. O. S. Culp, M. A. Magid 
and I. W. Kaplan, U. S. Station Hospital, Camp Bowie, Tex. J. Urol., 51:655- 
9, June 1944. (The authors confirm the use of podophyllin, applied in a 
25 per cent suspension in mineral oil or as a paste, as being unusually success- 
ful in producing a prompt and complete disappearance of condylomata 
regardless of age, number and location in 100 cases.) 

Pruritus Ani; a Practical Approach. Alfred J. Cantor, Flushing, N. Y. Lancet, 
1:692, May 27, 1944. (A thorough study of each case of pruritus ani must 
be made, and treatment varies with the cause. If there is no local disease, 
and local applications, including injections of oil anesthetics, fail to give 
relief, the author employs tattooneurotomy. The technic of this procedure 
is described.) 

Amputation in the Surgical Treatment of Hemorrhoids (Metodo amputativo 
en el tratamiento quirurgico de las hemorroides). Jose Calzaretto, Hospital 
Rawson. Prensa méd. argent., 31:605-11, March 29, 1944. (Illustrated de- 
scription of technic of resection of the intersphincteric septum following 
pediculization and ligature under local anesthesia. ‘The wound is dressed 
with diothane ointment and 3 g. of sulfanilamide. No gauze or rubber tubing 
is inserted into the rectum. Bowels left at rest for five days. Application 
of sulfonamide powder every twenty-four to forty-eight hours. Once bowel 
movements have begun, 2 to 3 rectal irrigations with antiseptic fluids are 
given daily. ‘The sutures are shed spontaneously. The external wounds 
cicatrize in two to three weeks. No complications were noted.) 


35. Liver and Biliary Tract 
CLINICAL SIGNIFICANCE OF REGENERATION OF THE 
GALLBLADDER FOLLOWING CHOLECYSTECTOMY (Die 
klinische bedeutung der Gallenblasenneubildung nach 
Cholecystektomie) 
F. BERNHARD 
Chirurg, 15:510-18, Aug. 15, 1943 


Among the causes of relapse following cholecystectomy one has to 
consider cases in which there occurs a sort of reformation of the gall- 
bladder from remaining portions of the cysticus or neck of the gall- 
bladder. This dilatation of the stump of the cysticus is due to conges- 
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tion in the biliary tract, and in particular to increased tonus of the 
sphincter Oddi or a mechanical obstruction of the choledochus. Over 
a period of thirteen years such a regeneration of the gallbladder was 
noted in 14 second operations. Relief of symptoms can be obtained 
by removal of the new formed gallbladder and choledochoduodenos- 
tomy, since simple excision of the former will not always suffice. In all 
second operations on the biliary tract it is advisable to examine the 
biliary tract roentgenologically during operation. Cholangiograms will 
give accurate information regarding the anatomic conditions and, in 
particular, as to the presence of calculi in the choledochus and the 
functional state of the sphincter Oddi. The possibility of regeneration 
of the gallbladder does not necessarily imply that the cysticus always 
be resected exactly at the site of its insertion in the choledochus, be- 
cause, especially in cases of severe inflammation, attempts to locate this 
exact site may prove dangerous. Furthermore, one has also to reckon 
with the possibility of anatomical variations. In very difficult cases 
one must be satisfied with resection of the gallbladder in its cervical 
portion. If possible, however, an attempt should be made to remove 
the entire gallbladder. Roentgen examination at second operation on 
the biliary tract may also reveal an abnormally long stump which may 
become involved in inflammatory processes of the other bile ducts and 
be the cause of persistent pain following cholecystectomy. 

[The term “regeneration” or “gallenblasenneubildung” implies a restoration 
of the gallbladder, whereas seldom, if ever, is more than a small pouch, the 
remains of the cystic duct or ampulla, containing a residual or newly formed 
calculus or calculi, found at a second operation. ‘This finding is always -the re- 
sult of an incomplete cholecystectomy. The author is quite right, however, in 


sounding a word of caution against removing the cystic duct flush with the 
common duct.—Ep. | 


LOBECTOMY OF THE LIVER: REPORT OF THREE CASES 
KENNETH L. PiIcKRELL and RiIcHARD C. CLAY 


Durham, N. C. Johns Hopkins Hospital and Univ., 
Baltimore, Md. 


Arch. Surg., 48:267-77, April 1944 


A review of the literature shows that while resections of large lesions 
of the liver have been reported fairly frequently, total removal of the 
left lobe has been reported only twice. ‘The authors report 3 cases in 
which the entire left lobe of the liver was removed. In these opera- 
tions, the falciform ligament was divided near its diaphragmatic attach- 
ment to mobilize the liver. Before resection of the left lobe, hemo- 
stasis was secured by the use of two rows of mattress sutures of braided 
silk in the interlobar sulcus; these sutures were tied on the inferior 
surface, the ends being left long. After resection of the left lobe, the 
falciform ligament was used to cover the raw surface of the right lobe, 
the right lobe was then firmly attached to the diaphragm by employing 
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the long suture ends as figure-of-8 stitches. All the patients made 
uncomplicated recoveries, and liver function tests have shown no im- 
pairment of liver function. On the basis of these results, the authors 
advocate total removal of the left lobe of the liver, when a large lesion 
is found in this lobe, rather than extensive resection. Operation was 
indicated in the first case because of a primary carcinoma arising in the 
left lobe; since this type of carcinoma grows slowly and metastasizes 
late, radical operation is indicated. This patient has remained well 
since operation in August 1943. In the second case, operation was 
done because of a hemangioma which caused symptoms; operation is 
indicated in such cases, especially because of the danger of rupture of 
the hemangioma. In the third case, the lesion of the left lobe was 
found to be a gumma, but this diagnosis was made by the pathologist 
several weeks after operation. At the time of operation the lesion was 
considered to be either a giant tuberculoma or a neoplasm; frozen sec- 
tions did not aid in the diagnosis. ‘The authors do not advocate opera- 
tion for gumma of the liver, although in this case the results were 
satisfactory. 


INJURIES ‘TO ‘THE MAIN BILE DUCTS 
G. Grey ‘TURNER 


Univ. of London, London, England 


Lancet, 1:621-22, May 13, 1944 


Injury to the bile ducts is almost always “the result of misadven- 
ture” during operations on the gallbladder. The author reports 5 
cases in which the common bile duct was divided accidentally; in one 
of these the division of the duct was recognized during the operation 
and was immediately repaired during operation. In a series of 12 cases 
that have come under his observation, including these 5 cases, there 
were only 2 in which immediate repair of the divided duct was done; 
one of these patients died postoperatively, the other is living and well 
five years after operation (the case noted above). In the other 10 cases 
repair was done at a ed operation at varying intervals after the 
primary opet ration. ‘Three of these patients died postoperatively; one 
is recovering from a recent operation; one is living but shows recurrent 
symptoms eight years after operation; 5 have died from recurrent bill- 
ary diseases from three to seventeen years after repair of the bile duct. 

In order to avoid injury to the common bile duct at cholecystec- 
tomy, the author states that adequate exposure is the first essential; he 
prefers the Kocher incision. ‘The cystic duct must be exposed and iso- 
lated, but no clamp or ligature should be applied to “‘what is supposed 
to be the cystic duct,’ until the common hepatic duct and the common 
bile duct are clearly visualized. If the surgeon cannot definitely iden- 
tify these ducts, it is better to do either a partial cholecystectomy (leav- 
ing a portion of the gallbladder just above the neck) or a cholecystot- 
omy. The gallbladder should also be examined immediately after its 
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removal to demonstrate that only the cystic duct has been divided; 

some cases this examination has shown a portion of the common duct 

attached to the removed gallbladder. In this case immediate repair of 
the duct is indicated. If division of the common bile duct is discov- 
ered, immediate repair consists in a direct end-to-end anastomosis. 

Identification of the severed ends is often difficult; it may be necessary 

to enlarge the incision and “rearrange” the exposure; it is often useful 

to mobilize the duodentm and draw it down further than is ordinarily 
necessary. In the anastomosis of the duct it is not necessary to secure 

1 “‘bile-tight”’ junction, as this may cause stricture. “‘Easy’’ approxima- 

tion with a few fine chromic catgut sutures and drainage gives best 

results. ‘The author does not use a tube in the duct “as a splint” for 
suturing, nor does he introduce the drainage tube into the duct at the 
site of the anastomosis. 

If immediate repair is not done, late repair should not be too long 
delayed but should be done within two or three months. As the patient 
is jaundiced, « careful preoperative preparation is necessary. If there is 
evidence of red-cell fragility or a secondary anemia, blood transfusion 
is indicated. ‘The best method of late repair, the author considers to 
be direct transplantation of the stump of the common hepatic duct into 
the duodenum; the anastomosis opening must be of adequate size, as 
contraction occurs. ‘The anastomosis is “supported’’ by stitching the 
duodenum to the under surface of the liver, and external drainage is 
essential. “The author’s experience indicates that, although a certain 
percentage of patients make a good recovery from such repair opera- 
tions, biliary disease is apt to recur and eventually prove fatal. 

REFERENCES TO CURRENT ARTICLES 

The Etiology, Prophylaxis and Treatment of Cholecystitis and Cholelithiasis. 
L. S. P. Davidson, Edinburgh, Scotland. Edinburgh M. J., 51:184-200, June 
1944. (The mechanism underlying the production of cholecystitis and 
cholelithiasis as based on their prevention and treatment.) 

Problems of Cholelithiasis. Otto Porges, Chicago, Ill. Med. World, 62:295-7, 
July 1944. (A discussion of the etiology of cholelithiasis with its appropriate 
surgery.) 

Correlation of Peritoneoscopic Findings with Clinical and Pathologic Factors. 
L. P. Wershub, New York, N. Y. N. Y. State J. Med., 44:1803-4, Aug. 1944. 
(The value of peritoneoscopy is in direct proportion to a proper understand- 
ing of the limitations of peritoneoscopy.) 

Gallbladder and Duct Diseases: Surgical Indications and Results. R. L. Sanders, 
Memphis, Tenn. Nebraska M. ]., 29:256-40, Aug. 1944. (In the author’ S 
experience approximately 10 per cent of patients are partially relieved of 
their symptoms by operation with 5 per cent receiving no benefit whatever.) 

Surgery of the Gall Bladder and Common Bile Duct. G. C. Serino, Wilmington, 
Del. Del. M. J., 16:105-8, July 1944. (Indications presented for opening 
and exploring the hepatic and common bile ducts along with an outline of 
the technical procedure to be observed and criteria for removal of T tube 
clarified.) 

The Importance of roe Hepatic Disease. A. O. Wilensky, New York, N. Y. 

Am. J. Surg., 45:321-53, Sept. 1944. (A study of the changes in the liver 

indicative of previous pts there and which may have pathogenetic 

relation to an existing lesion.) 
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Papilloma of the Gall Bladder. William Greenwald, New York, N. Y. Surgery, 
16:370-6, Sept. 1944. (Papilloma of the gall bladder, a rare disease, may 
simulate any type of biliary disease with its preoperative diagnosis possible 
only upon roentgenographic study.) 

Surgery of the Common Bile Duct. R. S. Fowler, Brooklyn, N. Y. Am. J. Surg., 
46:15-23, Oct. 1944. (A comprehensive paper discussing the technic of 
surgery of the common bile duct.) 


36. Pancreas 


HYPERINSULINISM IN RELATION TO PANCREATIC 
‘TUMORS 
ALLEN O. WHIPPLI 
New York, N. Y. 
Surgery, 16:289-305, Aug. 1944 


The study of degenerative changes in the pancreas in diabetes 
started with Hanseman’s report in 1894 on fibrosis and atrophy of the 
pancreas among diabetics, which led to the significance of the islands 
as insulin-producing cells, but it was not before the syndrome of insulin 
shock was appreciated that the islet-cell tumors or hyperplasias received 
any attention by pathologists. As late as 1926—four years after the dis- 
covery of insulin—only 16 islet-cell tumors had been described. Shortly 
after the phenomenon of ov erdosage of insulin was observed, an investi- 
gator noted the same syndrome in patients showing a hypoglycemia, 
and the idea occurred to him that overactive islet tissue might explain 
the clinical picture observed in these patients. 

In 1929, Graham of Toronto removed for the first time a benign 
adenoma of islet tissue from a patient who was immediately relieved of 
her symptoms and has continued to remain well. This inaugurated a 
new phase of endocrine surgery requiring skill in diagnosis and opera- 
tive procedure demonstrated in removal of tumors or hyperplasias of 
the thyroid, pituitary, adrenal and parathyroid glands. Since 1929, 
over 149 islet-cell tumors have been found in patients showing hypo- 
glycemia: of these, 106 were benign adenomas, 28 questionably malig- 
nant, and 15 unquestionably malignant. 

On microscopic examination, cells present in all these tumors are 
typical of islet cells, though differing greatly in their arrangement. In 
all these tumors the demonstration of the alpha and beta cells requires 
careful differential stains for their classification. Bensley and Grauer 
have shown that the epithelial cells of the islets in the embryo differ- 
entiate from epithelial cells of the small duct of the pancreas. This 
may explain the occasional finding of an islet-cell tumor without evi- 
dence of hyperinsulinism. 

The maintenance of a normal blood sugar level is the result of an 
interplay of several organs and involves the pancreas, liver, hypophysis, 
adrenals and thyroid. Carbohydrate ingestion in the normal person, 
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or the withholding of it, does not play as important a part in the mainte- 
nance of normal blood sugar level as one might suppose. Of equal sig- 
nificance is the work done in showing the role of the anterior lobe of 
the hypophysis in maintenance of blood sugar. Hypophysectomy causes 
a marked fall in the fasting blood sugar as well as marked sensitivity to 
insulin injection. 

It is obvious that the hypoglycemic state requires a careful search 
for the cause of low blood sugar and that hyperinsulinism must not be 
assumed to be the cause until lesions or disturbances in the liver, pitui- 
tary, adrenals and the thyroid have been ruled out. Cases of epilepsy 
may mimic the syndrome of hyperinsulinism because of the occurrence 
of “fits” or “spells.” Electroencephalograms have proved of the highest 
help in differentiating epileptiform attacks from those seen in hyperin- 
sulinism. Hypoglycemia due to hyperinsulinism may be the result of 
over-production of insulin by overactive normal islands, by hy per- 
plastic islands, by tumors of islet cells or to an overdose of insulin. 
The syndrome of hyperinsulinism is as varied in its manifestations as is 
insulin shock, for they are the same. 

For the patient exhibiting the typical triad and in whom hepatic, 
pituitary, adrenal, thyroid disease and epilepsy have been ruled out, 
surgery is indicated. ‘The three chief reasons for surgical therapy are: 
(1) A continuous administering of sugar and carbohydrate to control, 
but not cure, recurring insulin shock in these cases results usually in 
obesity thus making them bad risks when surgery is undertaken as a 
last resort; (2) prolonged hypoglycemia tends to mental deterioration 
due to malnutrition of the cortical cells; and (3) the uncertainty of 
when a benign islet cell tumor may become malignant is a definite 
reason for not postponing surgery in a patient with a diagnosis of islet- 
cell tumor. The author devotes considerable space to the measures 
and technique for the surgery of islet tumors and then reviews the re- 
sults of surgical therapy and prognosis. 53 references. 6 figures. 
7 tables. 


CALCIUM CHANGES IN ACUTE PANCREATIC NECROSIS 
Hucu A. EpMonpson and CLARENCE J. BERNE (Major, M.C., U.S.A.) 


Univ. of Southern California School of Medicine, Los Angeles, Calif. 
Surg., Gynec. & Obst., 79:240-44, Sept. 1944 


In 6 fatal cases of acute pancreatic necrosis, analysis of the areas of 
fat necrosis showed from 200 to 1,732 milligrams of calcium. The 
smallest amount was found in the case in which the patient lived only 
one day; the largest amount in the case in which the patient lived 
twenty-seven days. ‘This high calcium value (1,732 mg.) represents 
more than twice the amount of serum calcium in the average normal 
adult. 

Determination of serum calcium in 50 patients with acute pan- 
creatic necrosis showed values below 9 mg. per 100 cc. in 36 of these 
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cases some time between the second and the fifteenth day of the dis- 
ease; the average calcium value was lowest on the sixth day of the dis- 
ease. In recovery from acute pancreatitis, it was found that the rise in 
serum calcium is slow and is preceded by clinical improvement and by 
return of the diastase levels to normal. It was also found that serum 
calcium values below 7 mg. per 100 cc. indicate a fatal prognosis; 
patients with serum calcium levels between 7 and 8 mg. per 100 cc. 
always showed a severe form of the disease. Determination of the 
diffusible serum calcium shows that this form of calcium tends to re- 
main stable in acute pancreatic necrosis, although the total serum cal- 
cium diminishes. 


RADICAL PANCREATODUODENAL RESECTION FOR 
CARCINOMA OF ‘THE AMPULLA OF VATER 


RicHARD B. CATTELL 
Surg. Clin. North America (Lahey Clinic No.) 24:640-47, June 1944 


Since 1935, many technical improvements have been suggested for 
pancreatoduodenal resection. In 1943, the author called attention to 
certain improvements in both the one-stage and two-stage procedures. 
These included an antecolic jejunal anastomosis of the duct of Wirsung 
to the jejunum, as well as means of avoiding adhesions following a 
first-stage procedure. The author performed 15 radical pancreato- 
duodenal resections in the last eighteen months, 12 of which were for 
carcinoma of the ampulla. A two-stage resection was done in 11 cases 
and a one-stage in 4 cases. A standard technic for both procedures 
has been developed. Since the incidence of postoperative pancree 
fistulas has been reduced, complications are less frequent and only 2 
deaths have occurred. The one-stage operation is recommended for 
patients without jaundice or with only moderate obstruction. The 
objection to a two-stage procedure has been overcome by employing a 
first-stage procedure which does not involve the field that is to be dis- 
sected in the second procedure. Also the improvement in liver func- 
tion and the relief of biliary obstruction between the first and second 
procedure are important factors in the recovery of these patients. Con- 
tinuous or fractional spinal anesthesia is used. A case is reported in 
detail to illustrate some of the problems i in management of carcinoma 
of the ampulla. In this case, occurring in a woman of 47 years of age, 
symptoms suggested pernicious anemia with combined systemic disease, 
and only the serum bilirubin of 1.9 mg. suggested obstruction of the 
biliary tract. At operation the tumor projected sufficiently into the 
duodenum so that it could be palpated and recognized. Biopsy speci- 
mens of glands in the gastrohepatic omentum yielded a negative result, 
as is usual in these cases. In this case the one-stage procedure was 
satisfactory, since the problem was anemia rather than biliary obstruc- 
tion and decreased liver function. ‘The author warns against the use 
of the one-stage procedure in the presence of deep and long-standing 
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jaundice. Ifa carcinoma is found in the pancreatoduodenal angle with 


no evidence of metastases which appears operable and the surgeon does 
not wish to perform radical resection, or if the patient's condition does 
not justify it, the disadvantages of a two-stage oper ration can be over- 
come by using a long loop of jejunum, anastomosed to the gallbladder 
in the antecolic position, without enteroenterostomy. The author 
recommends a loop 18 to 20 inches long with a w ide anastomosis to 
avoid subsequent contraction. For palliative purposes a loop of 8 to 12 
inches may suffice. The anastomosis should be of the same type but 
accompanied by a jejuno-jejunostomy 6 to 8 inches proximal. If no 
bile is spilled and the omentum is drawn down to cover the general 
area, a minimal number of adhesions will be found at the second stage. 
The second stage can be easily carried out if these precautions have 
been observed. Even in cases of local and low-grade malignancy radi- 
cal operation may be justified. One of the main advantages of pancrea- 
toduodenal resection is that no detached portions of pancreas are 
left in situ for autodigestion and retroperitoneal infection or perito- 
nitis. ‘he entire food content can be diverted away from the site of 
the resection and away from the pancreato- and biliary anastomoses. 
In the case here reported there has been no recurrence for eighteen 
months. She has carried on her normal activities for 15 months, has a 
normal blood picture and normal digestion. 6 references. 4 figures. 


REFERENCES TO CURRENT ARTICLES 

Pancreatic Cyst and Lithiasis: Classification and Incidence. L. M. Pascucci 
(Maj., M.C., A.U.S.). Am. J. Roentgenol., 52:80-7, July 1944. (The incidence 
of cyst from necropsy material is 0.061 per cent; of stone, 0.044 per cent. 
Because of the awareness of pancreatic disease and improved biochemical 
and roentgen techniques, the diagnosis of lithiasis is now made more fre- 
quently than heretofore.) 

The Surgical Treatment of Carcinoma of the Body of the Pancreas. Alex. 
Brunschwig, Chicago, Ill. Ann. Surg., 120:406-16, Sept. 1944. (Cancer of 
the pancreatic body is manifested clinically late in the course of the disease. 
While radical resection is feasible, few patients are subjected to operation 
early in the evolution of these growths.) 

Survival of Rhesus Monkey Four Years After Excision of Head of Pancreas 
with Occlusion of External Secretion. Alex. Brunschwig, Chicago, Ill. Surgery, 
16:416-18, Sept. 1944. (Resection of the entire duodenum and head of the 
pancreas with occlusion of external pancreatic secretion is feasible in man 
with immediate survival in good condition; the question is raised of the 
possibility of indefinite survival.) 

Surgical Aspects of Pancreatic Fistula. ‘Thomas B. Wiper (Maj., M.C.) and 
Joseph M. Miller (Capt., M.C.) Halloran General Hospital. Staten Island, 
N. Y. Ann. Surg., 120:52-9, July 1944. 

The Association of Acute Interstitial Pancreatitis with Acute Pneumococcic 
Mural Endocarditis. Abraham Trasoff and David R. Meranze, Mount Sinai 
Hospital, Philadelphia, Pa. J. Lab. and Clin. Med., 20:590-94, June 1944. 
(Reports a case in a woman 47 years old. On admission to the hospital, 
abdominal symptoms predominated. Autopsy showed acute interstitial pan- 
creatitis and acute bacterial mural endocarditis due to the pneumococcus, two 
rare clinical entities; evidence indicated that the interstitial pancreatitis was 

“the primary process.”’) 
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Ckolangiopathies and Pancreatitis (Colangiopatias y pancreatitis). W. Tejerina. 
Fotheringham. Dia med., 16:149, Feb. 21, 1944. 

Hypoglycemia Due to Tumors of the Islets of Langerhans (La hipoglucemia 
por tumores de los islotes de Langerhans). N. A. Womack. Dia med., 16: 
282-85, March 27, 1944. 

The Effectiveness of Lipocaic in Preventing Fatty Livers in Completely Depan- 
creatized Dogs Maintained with Insulin. C. Entenman, M. Laurence Mont- 
gomery and I. L. Chaikoff. From the Divisions of Physiology (Berkeley) 
and Surgery (San Francisco), University of California Medical School. Am, 
J. Physiol., 141:221-26, April 1, 1944. 


37. Spleen 
DELAYED RUPTURE OF THE SPLEEN: CASE REPORT 


Hucu A. BaiLey and SAMUEL L. SCHREIBER 


Charleston General Hospital 
Charleston, W. Va. 


Am. J. Surg., 46:4-14, Oct. 1944 


It has been estimated that injury to the spleen is the commonest of 
subcutaneous injuries of the abdomen and its rise is more than appar- 
ent. Mazel noted an incidence of 30 per cent of rupture of the spleen 
in 1932, while Wright and Prigot found an incidence of 47.6 per cent 
in 1939. 

Difficulties in diagnosis have been ascribed to absence of visible 
signs of injury to the anterior abdominal wall, misleading history, 
shock resulting from associated injuries to the head, chest or extrem1- 
ties, and the recession of symptoms which lulls both patient and 
physician into a false sense of security. 

A case of delayed rupture of the spleen, with perisplenic hematoma 
in a 55-year-old male, is presented. ‘This patient had recuperated from 
the shock of his acute internal hemorrhage suffered thirteen days prior 
to surgery and was operated upon eight months after his unrecalled 
injury through a mistaken diagnosis of gastric carcinoma. 

The unusual symptoms in this case were a hypertension of 220/120 
and a nocturia of four to five times. Following surgery, the nocturia 
ceased and the blood pressure dropped to 140/76. 25 references. 2 
figures. 

REFERENCES TO CURRENT ARTICLES 

Case Records of the Massachusetts General Hospital: ears Clinicopatholog- 
ical Exercises. New England J]. Med., 231:208-11, Aug. 3, 1944. (A case in 
which a clinical diagnosis of splenomegaly or ilietes lymphoma of the 
spleen was made but which proved to be a sarcoid of the spleen.) 

Traumatic Rupture of the Spleen. + a: Perisho and M. Steiner (Lieut. 
Comdr., M.C., U.S.N.R.). U.S. Nav. Bull., 43:216-22, Aug. 1944. (Trau- 
matic rupture of the spleen with dviayed hemorrhage may exist without any 


manifest clinical signs or symptoms with roentgenologic studies lending con- 
siderable assistance in establishing the true diagnosis.) 


Spontaneous Rupture of the Spleen. A. M. McCarthy and L. F. Knoepp (M.C., 
A.U.S.). Am. J. Surg., 45:413-5, Sept. 1944. (Reporting two cases of this 
lesion with recovery following splenectomy.) 
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Calcification of the Spleen. Edwin F. Gray, Flint, Mich. Am. J. Roentgenol., 
51:336-51, March 1944. 

Splenectomy: Its Indications and Complications. John W. Norcross. Surg. 
Clin. North America (Lahey Clinic No.), 24:583-87, 1944. 

Delayed Rupture of the Spleen. H. Bell and G. H. Steele, Royal Surrey County 
Hospital, Guilford, England. Lancet, 1:598, May 6, 1944. (Reports a case 
in which no symptoms of rupture of the spleen developed until a week after 
injury; splenectomy was done and blood was found in the abdominal cavity.) 

Amoebic Abscess of Spleen. J. R. Frank (Capt., R.A.M.C.) Brit. M. J., 1:458, 
April 1, 1944. (Reports a case in which there was no evidence of hepatic 
involvement; aspiration of pus from the abscess resulted in recovery.) 


38. Genitourinary Surgery 


DIAGNOSIS AND TREATMENT OF RENAL ECHINOCOCCUS 
WITH REPORT OF AN OPERATED CASE (Diagnosestellung 
und Therapie biem Nierenechinococcus an Hand eines 
operierten Falles ) 

HEINZ BECKER 
Chir. Universitiitsklinik Marburg 
Deutsche Zeitschr. f. Chir., 258:23-25, July 24, 1943 


Echinococcus disease is becoming less frequent owing to better 
hygienic conditions and rejection of diseased cattle for slaughter. In 
the last twenty years only one case of echinococcus disease of the liver 
has been encountered at the Marburg Clinic. Recently, however, the 
author had occasion to operate upon a woman of 65 years for a tumor 
the size of a man’s head in the left kidney. On extirpation this proved 
to be an echinococcus cyst with numerous daughter cysts. Renal 
ecninococcus disease is relatively rare. Kiister, in a collection of 2,424 
cases of Sees diseases, found the kidney or vicinity involved in 
only 4.52 per cent. In 70 per cent of the cases, the embryoma pass 
from rng intestine via the portal veins to the liver. In 10 per cent of 
cases the embryoma pass on to the lung or pass through the lung capil- 
laries into the general circulation and via the arteries to other organs. 
Diagnosis of renal echinococcus disease is difficult unless the cyst has 
perforated so that fragments of the cyst wall, capsules or hooklets ap- 
pear in the urine. Even whole daughter cysts may be passed, giving 
rise to severe ureteral colic. Small renal cysts may be wholly asym pto- 
matic and the general condition of the patient unaffected. Even in the 
present case, with an enormous tumor pressure, symptoms had forced 
the patient to come to the hospital only three weeks ago, whereas the 
tumor to reach such a size must have been present for many years. 
The patient stated that she had suffered occasional intercostal neural- 
gia, dyspnea and typical renal pain along the ureters radiating to the 
bladder. Urinary changes are not observed in cases of unruptured 
cyst and any symptoms discovered are due to coincident nephritis or 
pyelonephritis. Small cysts do not affect renal function. In the present 
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case, however, the left kidney excreted no urine whatever, owing to 
destruction of the parenchyma by pressure of daughter cysts. Palpatory 
findings are the same as for solid tumors. Roentgen findings are not 
of much value. In the present case, there was an enormous enlarge- 
ment of the left renal shadow, irregular dilatation of the renal pelvis 
and marked displacement of the left ureter toward the medial side. 
These findings might just as well have indicated solid tumor or hydro- 
nephrosis. Eosinophiles are often lacking. Immunologic tests will 
give reliable results in only 80 per cent of cases. Test puncture of the 
cyst is dangerous, with risk of liberating living scolices into the abdom- 
inal cavity and production of toxic symptoms. 

Treatment of renal echinococcus is purely surgical. Small cysts 
may be enucleated via the lumbar extraperitoneal route. But large 
cysts have to be removed by the transperitoneal route. As a rule, the 
cyst is exposed, sutured, and removed after adhesions have formed. In 
the present case, the entire left kidney had to be removed in one stage 
transperitoneally. ‘The patient was discharged with the wound com- 
pletely healed sixteen days after the operation. 


INFILTRATING CARCINOMA OF THE BLADDER: A NEW 
METHOD OF URETERO-INTESTINAL ANASTOMOSIS 
EMPLOYED IN 29 CASES; INDICATIONS FOR 
TOTAL CYSTECTOMY 
HucuH J]. JeEwert 


Johns Hopkins Univ. Medical School, Baltimore, Md. 
Brit. J. Urol., 15:121-35, Dec. 1943 


A method of uretero-intestinal anastomosis is described with total 
cystectomy in infiltrating carcinoma of the bladder. ‘he operation 
is done in two stages. In the first stage, both ureters are exposed and 
implanted into the part of the sigmoid lying closest to each. The right 
ureter is not freed from its bed above the iliac crossing; the left ureter 
is exposed to “‘a little higher’ level. At the site on the sigmoid selected 
for the implantation of the right ureter, an incision is made through 
the serosa and muscularis, so as to form a muscular flap beneath which 
the ureter is “buried”; the two flaps of muscularis are brought together 
over the ureter with interrupted sutures of 0000 chromic catgut on an 
atraumatic needle. ‘The closure of the flap is done so as not to 
“squeeze” the ureter at any point, and no sutures are taken in the 
ureteral wall. In the original technique the suture line was extra- 
peritonealized, but more recently it has been found best to close the 
posterior parietal peritoneum behind the implanted segment of ureter, 
leaving the upper and lower angles widely open. ‘The ureter entering 
the intestinal bed, however, is carefully extraperitonealized, as before. 
The left ureter is then implanted in the sigmoid in the same way. The 
implantation 1 is done in such a way that there is no angulation of either 
ureter. The sigmoid is anchored securely to the posterior peritoneum 
below the ureteral exit, to prevent sagging. The ureters are allowed 
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to remain in their “aseptic beds’ for at least three weeks, before the 
second-stage operation is done. In this interval, union occurs between 
each ureter and the “enveloping wall” of intestine. ‘The second-stage 
operation is done in three to four weeks, when the patient’s condition 
is satisfactory. In this operation, the uretero-intestinal ostium is estab- 
lished by means of a properly insulated electrode, employing the 
smallest cutting current that produces a sharp, clean incision. After 
closing the peritoneum the bladder is removed. 

This operation has been done in 29 cases of infiltrating carcinoma 
of the bladder; in 26 of these cases the carcinoma was extensive. ‘There 
were only 3 patients in this group who died as a “specific result” of 
the operation. Improvements in surgical technics have avoided such 
deaths in the later cases. ‘There were 4 other deaths in the post- 
operative period, 2 from coronary occlusion, one from pulmonary 
embolism, and one from volvulus (unrelated to the operative pro- 
cedure). There have been 4 deaths since discharge from the hospital 
from recurrence of carcinoma or metastasis. 

Total cystectomy will not cure cancer of the bladder unless the 
growth is entirely confined to the bladder wall. It is often difficult 
to determine the extent of the growth prior to operation; in most in- 
stances, this can be determined only by recto-abdominal palpation 
under anesthesia that is deep enough to give complete muscular relaxa- 
tion. If the operation of total cystectomy is restricted to cases of 
bladder carcinoma without metastases and with the primary tumor 
confined to the bladder wall and freely movable, the percentage of cure 
will be increased by the radical operation described. 

REFERENCES TO CURRENT ARTICLES 

Rupture of the Bladder. Payson Adams, Omaha, Neb. Nebraska M. J., 29: 
245-7, Aug. 1944. (Traumatic rupture of the bladder is uncommon but is a 
surgical emergency of prime importance.) 

Fibrinogen Coagulum as an Aid in the Operative Removal of Renal Calculi. 
John E. Dees, Durham, N. C. J. Clin. Investigation, 23:576-9, July 1944. (A 
new aid in the removal of small free stones from the renal pelvis at open 
operation is described.) 

A Case of True Giant Bladder in the Fetus. Bianca Steinhardt, New York, N. Y. 
Urol. and Cutan. Rev., 48:261-6, Jume 1944. (The giant bladder is not the 
result of accumulated fluid and the thickened bladder wall is not due to func- 
tional hypertrophy as its size and form are determined by excessive growth, 
mainly of mesodermal tissue.) 

Secondary Repair of Rupture of the Posterior Urethra with Case Report. 
Samuel Gersten (Passed Asst. Surg., U.S.P.H.S.). Mil. Surgeon, 95:135-9, Aug. 
1944. (Rupture of the posterior urethra occurs with such relative infre- 
quency that there is no recognized standard surgical procedure for its 
correction. ) 

Case Report Illustrating Brief Period of Time Necessary to Formation of Large 
Stag-Horn Renal Calculus. Alfonso de la Pena and Emilio de la Pena, 
Madrid, Spain. J. Urol., 52:108, Aug. 1944. (Report of the finding of a 
large stag-horn calculus formed in thirty-eight days.) 

Renal Malignancy and the Prostatic Patient. M. R. Keen, Huntington, N. Y. 
J. Urol., 52:109-14, Aug. 1944. (A brief study, based on 4 cases, emphasizing 
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that hematuria in the aged male calls for an accurate differential diagnosis 
between renal malignancy and prostatic obstruction.) 


Aneurysm of the Abdominal Aorta Associated with Urinary Symptoms. J. A. 
Lazarus and M. S. Marks. J. Urol., 52:115-25, Aug. 1944. (Abdominal aortic 
aneurysms often give rise to urinary ; symptoms which completely mask those 
produced by the aneurysm, with an illustrative case report.) 


Supernumerary wueter with Extravesical Orifice. W. W. Scott, Chicago, II]. 
J. Urol., 52:126-32, Aug. 1944. (Presenting the embryology, incidence, symp- 
tomatology, een and treatment of this lesion with a report upon 4 cases.) 


‘Treatment of Inflammatory Urethral Strictures. Robt. Lich, Jr., Pittsburgh, Pa. 
Am. J. Surg., 45:381-3, Sept. 1944. (A rapid, safe and long tried non-surgical 
method for treating urethral strictures of small inflammatory types particu- 
larly for the guidance of the general practitioner.) 


39. Gynecologic Surgery 


OVARIAN FIBROMAS: A CLINICAL AND PATHOLOGIC 
STUDY OF TWO HUNDRED AND EIGHTY-THREE CASES 
Matcotm B. Dockerty and JAMEs C. MAsson 


Mayo Clinic, Rochester, Minn. 
Am. J. Obst. & Gynec., 47:741-52, June 1944 


In a study of pathologic material at the Mayo Clinic, 312 ovarian 
fibromas were.found removed from 283 patients; the ovarian fibromas 
constituted a little over 5 per cent of all ovarian tumors ae 
surgically. ‘Ihe clinical histories of these patients were reviewed; 3 
per cent were between 50 and 59 years of age at the time of aoc 
to the Clinic; the symptoms dev eloped after climacteric in the majority 
of cases. ‘The most common symptom at the time of admission was 
the presence of a tumor; in most cases the patient stated that the growth 
of the tumor had been slow and progressive. In a few cases there had 
been periods of rapid increase in size, usually associated with pelvic 
pain. Pain was the chief symptom in 79 cases; in 43 cases pain was 
associated with a visible tumor mass. ‘The presence of abdominal 
ascites was noted in the clinical records in 20 cases; in 2 cases there 
was an associated hydrothorax. 

The treatment of ovarian fibromas is always surgical, even though 
the tumor is small; also the differential diagnosis from a malignant 
growth can be made only by histological examination. Hence surgical 
exploration is indicated. At operation, a careful examination of the 
other ovary should always be made. In 28 of the cases reported, mul- 
tiple tumors were present—bilaterial single tumors in 23 cases and 
bilateral multiple tumors in 2 cases; in 3 cases there were multiple 
tumors in one ovary. ‘The presence of ascitic fluid in the abdomen 
was noted by the surgeon in 51 cases, in all of which the tumor was 
not less than 6 cm. in diameter. 

In agreement with the pathological findings reported by. others, 
histological study of the ovarian fibromas in this series showed that 
they could be classified as cellular or fibrous, occurring in pure or 
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mixed forms. The basic cell was of the mesodermal type characteristic 
of the ovarian stroma. Ovarian tissue could be identified in about 
one-half the series. Separation of tumor cells by excess of tissue fluid 
was observed in 70 of the 312 tumors, including 49, or 94 per cent of 
the tumors with associated ascites; gross edema of the tumor or its 
pedicle was found in 31 of the 51 tumors with associated ascites; and 
cystic degeneration was also of more frequent occurrence in these 
tumors than in those without ascites. 

Since this series of cases was collected, a patient with Meigs’ syn- 
drome (ovarian tumor with ascites and hydrothorax) has been operated 
on at the Clinic, and an ovarian fibroma successfully removed. ‘The 
association of ascites and hydrothorax with ovarian fibroma is not of 
frequent occurrence, but the possibility that the tumor is not malignant 
should be considered in the presence of this syndrome, and an explora- 
tory operation should be done, if otherwise the patient’s general 
condition is good. 


THE MANAGEMENT OF UTERINE MYOMAS; A STUDY 
BASED ON 1,000 CONSECUTIVE PERSONAL CASES 
AND ILLUSTRATING THE ‘TECHNIQUE OF 
PANHYSTERECTOMY 


Louis E. PHANEUF 
Tufts College Medical School, Boston, Mass. 
Surg., Gynec. & Obst., 79:182-91, Aug. 1944 


In the treatment of uterine myomas, the author prefers surgery to 
radium, reserving radiation therapy for those cases in which surgery 
is contraindicated because of disease of some of “the vital organs” or 
because of ‘‘severe hypertension.” In women, in the child-bearing age 
and desiring to have children, myomectomy is the treatment of choice 
if it is “feasible.” In other cases, hysterectomy is indicated. ‘The 
author prefers abdominal panhysterectomy to supravaginal hysterec- 
tomy in most cases, and is convinced that in experienced hands, with 
modern methods of the preoperative and postoperative management, 
the mortality from panhysterectomy is not higher than that of supra- 

vaginal hysterectomy. ‘The “‘liberal use’ of blood transfusion to 

replace lost blood, the use of blood plasma to prevent or overcome 
shock, the local use of sulfa drugs to prevent infection, and vein liga- 
tion for thrombophlebitis are all important in the reduction of 
mortality and morbidity. Panhysterectomy obviates the danger of 
cancer developing in the cervical stump. From May 4, 1937, to June 
29, 1943, 386 cases of uterine myoma were treated without mor- 
tality; by December 31, 1943, the series without mortality was increased 
to 407 cases. 

In abdominal panhysterectomy, after the patient is anesthetized, 
the vulva and vagina are prepared with zephiran; a plain gauze wick, 
the end of which is saturated with zephiran, is placed against the cervix 
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and vaginal vault and removed only when the vagina is opened from 
above. A median incision extending from the symphysis pubic to the 
umbilicus is used; the intestinal mass is reduced above the pelvis and 
held in place by gauze pads. The first step in the operation is to raise 
the uterus out of the pelvis; if the adnexa are normal and are not to be 
removed, the upper part of the broad ligament and the round ligament 





Fic. 1. A, Adnexa conserved. The upper part of the right broad ligament, 
including the tube and the ovarian ligament, is cut between clamps, close to 
the uterus. The right round ligament is similarly cut. B, The upper part of 
the right broad ligament and the right round ligament have been clamped 
and cut, and their pedicles are shown. C, The clamps are immediately re- 
placed by suture ligatures of No. | chromic catgut, the vessels being doubly 
ligated. The pelvis is thus cleared of all unnecessary clamps and the subse- 
quent steps of the operation facilitated. The ligaments on the left side are 
treated in a like manner. 


on one side are sectioned between clamps, and the clamps replaced by 
suture ligatures; this process is repeated on the opposite side. If the 
adnexa are to be removed, the infundibulopelvic and round ligaments 
are sectioned in the same way. [he uterovesical peritoneal fold is then 
incised to the round ligament on each side; the bladder is separated 
from the cervix and the upper part of the vagina; the uterine vessels 
are clamped and cut below the uterine isthmus by the three-clamp 
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method, and then doubly ligated, first on one side, then on the other. 
A special clamp with a short jaw at an obtuse angle and an Ochsner 
,0int is used to facilitate the ligating of the uterine vessels. ‘The cardi- 
nal ligaments or ligaments of Mackenrodt on each side of the cervix 
are cut, so that the uterus can be raised. If the vaginal vessels have not 
been included in the uterine pedicle clamp, they are “picked up” and 
ligated. ‘The bladder is inspected to be certain that it is sufhciently 
mobilized downward to prevent any injury to it. ‘The vagina is opened 





Fic. 2. A, Adnexa sacrificed. ‘The right infundibulopelvic ligament and the 
right round ligament have been cut between clamps, which are replaced by 
suture ligatures of No. | chromic catgut, the vessels being doubly ligated. This 
procedure is next carried out on the left side. B, The vesical peritoneum is 
incised to the round ligament on each side, and the bladder is separated down- 
ward from the cervix and the upper part of the vagina. The uterine vessels 
are cut between clamps, by the 3 clamp method; and are doubly ligated on 
each side. 


posteriorly and to the left and the incision carried around the cervix, 
so as to remove as little as possible of the vagina; and the uterus “is 
removed. ‘The vagina is closed with No. | chromic catgut, by either 
interrupted or continuous sutures. In closing the vagina, the vaginal 
cuff and the uterine vessels are buried under peritoneum. ‘The pelvis 
is also entirely peritonealized, the adnexal pedicles are “buried” if the 
adnexa have been retained, and the infundibulopelvic ligaments, if 
the adnexa have been removed. If the broad ligaments have been 
opened widely, as is necessary for the removal of intraligamentous 
myomas, the peritoneal layers are approximated with interrupted 
sutures of No. 0 chromic catgut. Sulfanilamide powder (5 gm.) is 
placed in the cul-de-sac of Douglas. ‘The sigmoid is brought down 
into the pelvis, as this prevents contact of the small intestine with the 
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Fic. 3. A, The bladder has been pushed downward below the cervix. The cardinal ligaments 
are cut; if the vaginal vessels have not been included in the uterine vessel clamps, they are 
picked up and separately ligated with No. | chromic catgut. The vagina is opened posteriorly 
and to the left, since there are no important structures in this area, the incision is carried 
out circularly around and close to the cervix, and the entire uterus is removed. B, When 
there is much oozing from the cut edges of the vagina a gauze strip, the end of which has 
been saturated with tincture of zephiran, is introduced in the vagina, to be removed at the 
end of the operation. If the vaginal edges are dry this may be omitted. C, The vagina has 
been closed. with interrupted sutures of No. | chromic catgut. If drainage is deemed advisable, 
a small Penrose drain may be introduced through the center. The cardinal ligaments and 
the round ligaments have been attached to the sides of the vagina with interrupted sutures 
of No. 1 chromic catgut. D, The peritoneal edges, posterior to the vagina and at the bladder 
edge, are united with a running suture of No. 0 chromic catgut. All pedicles are buried and 
all raw areas are peritonealized. The operation is completed, the adnexa being conserved. 
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Fic. +. A, B, C, Details of the closure of the vagina 

and the attachment of the cardinal ligaments and 

round ligaments to the vaginal edges. D, Peritoneal- 
ization when the adnexa have been removed. 


Illustrations by courtesy of Surgery, Gynecology 
dy Obstetrics 


suture line. ‘The omentum is spread over the intestines before closing 
the incision in layers. 


DISASTROUS SEQUELAE TO THE WEBSTER-BALDY 
OPERATION: CASE REPORT 


STANFORD PULRANG (Major, M.C., A.U.S.) 
Am. J. Surg., 65:281-85, Aug: 1944 


A case is reported in a woman 45 years of age who developed symp- 
toms of intestinal obstruction; the patient had had many attacks of 
mild abdominal pain with some nausea and vomiting during the past 
twelve years, but such attacks had never been severe. At operation, it 
was found that several loops of small intestine were herniated from 
the anterior side ‘through an opening in the left broad ligament; the 
mesentery of this portion of the bowel was twisted on itself causing 
strangulation. The involved intestine was gangrenous for about 55 
cm.; this gangrenous area was sharply demarcated from healthy bowel. 
A finger was inserted in the broad ligament opening, and the tube and 
ligament were severed; the intestine was thus released. ‘The gangrenous 
portion of the intestine was resected, a lateral anastomosis done, and 
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the abdomen closed without drainage. Postoperative distention was 
controlled with the Miller-Abbott tube. ‘The patient made a good 
recovery and has had no recurrence of the previous periodical attacks 
of pain in the two years since operation. A review of the history of this 
patient showed that fourteen years before the attack of acute intestinal 
obstruction a Webster-Baldy operation had been done. 

In a review of the literature it was found that 15 other cases of 
intestinal obstruction following the Webster-Baldy operation had been 
reported. ‘The author's case is the sixteenth. In all but one of the 
reported cases the obstruction resulted from herniation of small in- 
testine through the broad ligament perforations, as in the author’s case. 
In one instance, the obstruction was due to adhesions at the site of 
plication of the round ligaments. In the 16 cases of acute intestinal 
obstruction following the Webster-Baldy operation, the severe acute 
symptoms developed on an average of ten years after the operation; but 
7 patients (including the author’s) had interval attacks of less severe 
intestinal symptoms. Most of those reporting cases of this type express 
the opinion that the risk of such intra-abdominal hernias is minimized 
by carefully following the correct Webster-Baldy technique. ‘The rea- 
sons advanced for the presence of the orifices in the broad ligaments 
after the Webster-Baldy operation are: (1) not properly closing the 
openings by stitching their edges to the round ligament; and (2) 
drawing the round ligament through the broad ligament too far lateral 
to the uterus, thus producing tension on and later laceration of the 
broad ligament. In the author’s case, the uterine suspension failed 
to hold. 

In the course of this study, 10 other cases of acute intestinal ob- 
struction resulting from other types of uterine suspension operations 
were found. 

Although the reported incidence of such sequelae is low, consider- 
ing the number of suspension operations performed, the reports of 
these 26 cases present “‘a sufficiently comprehensive study to constitute 
a serious indictment against operative treatment for retropositions 
of the uterus.”’ 


[One of the editors has had a similar case which was originally operated 
upon at another hospital five years previously. If the proper technic is done, 
it seems probable that the Webster- Baldy operation will not have this late com- 
plication. Possibly one-third of all women presenting themselves to some 
surgical clinics have retroversion, while the incidence after the menopause is 
even higher. Considering the small number of Webster-Baldy suspensions 
which are done at the clinic of one of the editors, this would indicate that 
retroversion per se is not considered a pathological condition in most instances. 
In the cases where retroversion is considered to be the cause of the circumstances, 
a review of the cases indicates that in a large percentage the operation fails 
to relieve the patient if no further pathology is demonstrated at operation.—Ed. ] 


REFERENCES TO CURRENT ARTICLES 
Meigs’ Syndrome. A. C. Clay and R. N. Johnston, Aberdeen, Scotland. Brit. 
M. J., 2:113, July 22, 1944. (Two cases of Meigs’ syndrome are described 
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making the third case to be described in British literature in the past twenty 
years.) 

Uterine Adenocarcinoma: A Case Report. J. M. Brockman. Memphis M. J. 
19:119-20, Aug. 1944. (Favorable results claimed as following operative pro- 
cedure based on early treatment.) 

Evaluation of the Various Methods of ‘Treatment of Chronic Cervicitis. M. N. 
Hyams, New York, N. Y. N. Y. State J. Med., 44:1785-91, Aug. 1944. (Over 
60 methods of treatment have been recommended for this condition with the 
author presenting the best known procedure in his experience.) 


Thecoma of the Ovary with Ascites and Hydrothorax (Meigs’ Syndrome). E. B. 


Mendel and C. Tyrone, New Orleans, La. Am. J. Obst. and Gynec., 48:271-3, 
Aug. 1944. (Presenting a case report of ovarian thecoma in which convales- 
cence was uneventful following a laparotomy with total hysterectomy.) 

The Exact Anatomy and Development of the Ligaments Attached to the Cervix 
Uteri. R. M. H. Power, Montreal, Que. Surg., Gynec. & Obst., 79:390-6, 
Oct. 1944. (Discussion of the importance of exact anatomy and development 
of these ligaments in planning operative procedure in obstetrical and gyneco- 
logical work.) 

Brenner Tumor of the Ovary Associated with Sarcomatous Change in the Fibro- 
myomata Uteri. B. R. Austin and G. W. Ramsey, Washington, Pa. Am. J. 
Obst. & Gynec., 48:263-5, Aug. 1944. (Presenting a typical case unusual 
only in that it is associated with a fibromyoma of the uterus without sacrom- 
atous degeneration.) 

Spontaneous Post-Partum Disappearance of Massive Condylomata Acuminata 
of the Vulva. Wilson Footer, Oakland, Cal. Am. J. Obst. & Gynec., 48:266-7, 
Aug. 1944. (Report of a case of this lesion with spontaneous disappearance 
following childbirth.) 

Diagnostic Curettage. An editorial. Am. J. Surg., 45:303-5, Sept. 1944. (Diag- 
nostic curettage still is and will remain the most reliable means available 
of detecting adenocarcinoma, especially in its earliest stages, with microscopy 
done by competent pathologists.) 

Leiomyoma of the Urethra (Female). Max Ratner (Capt., R.C.A.M.C.) and 
Alex Strasberg, Jewish General Hospital, Montreal, Canada. Canad. M. A. J., 
50:439-40, May 1944. (Report of a case; excision of the growth. Brief dis- 
cussion.) 


40. Vascular Surgery 


THE EVALUATION OF ALCOHOL LUMBAR PARAVERTE- 
BRAL BLOCK IN PERIPHERAL VASCULAR DISEASE 


GAMLIEL SALAND and CHARLES Kirin (Capt., M.C., A.U.S.) 
From the Department of Peripheral Vascular Diseases, the Bronx Hospital 
Am. J. M. Sc., 207:749-53, June 1944 


The authors attempted to determine objectively: (1) exactly how 
long one may expect vasodilatation effects to last after alcohol para- 
vertebral block in the lumbar region; (2) whether neuritis is produced 
by such a procedure, and if so, how often, how severe, and how long 
such neuritis might last; (3) whether the amount of alcohol used was 
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a factor in producing vasodilatation or neuritis; (4) whether the use of 
novocaine in sweet almond oil would reduce the incidence of neuritis: 
(5) whether claudication time would be altered by such therapy. 
There were 16 cases, including | phlebitis, | scleroderma, | thrombo- 
angitis obliterans, and 13 arteriosclerosis obliterans. With a correct 
technic of paravertebral block, these cases should dilate ra to 31° C, 
The cases were divided into 3 groups. Group I-received 2 per cent 
novocaine followed by 5 per cent novocaine in sweet almond oil, an 
this in turn by | cc. of 100 per cent alcohol. Group II received 2 per 
cent novocaine followed by | cc. of 100 per cent alcohol, and Group II] 
received 2 per cent novocaine followed by 3 cc. of 100 per cent alcohol. 
The patient was kept in the prone position for about one-half hour 
after the block and then turned over on the back. Skin surface tem- 
perature readings were taken one hour before injection to allow the 
skin temperature to stabilize. Readings were taken at intervals for a 
period of two hours after the block, at the end of which time the 
patient was allowed to leave the clinic. Follow-up skin temperature 
readings were done at various intervals, at first three days and sub- 
sequently at longer intervals. 

In many cases the immediate vasodilatation effect disappears after 
three or four days. ‘This is probably because the needle has not 
reached the ganglia. With skill and experience the area sought for 
should be reached more often. Novocaine in oil prior to the injection 
of alcohol does not prevent the occurrence of neuritis, and neuritis 
occurs most often when larger amounts of alcohol are injected. The 
neuritis, when it does occur, is not too severe, does not last very long, 
and should not be a deterrent to alcohol paravertebral block, when 
such a procedure is indicated. Improvement or non-improvement in 
claudication time was not related to the degree of duration of the 
vasodilatation. 

Full vasodilatation as a result of paravertebral block occurred in 
31 per cent of the patients immediately after the injection of novocaine. 
Injection of alcohol allowed this vasodilatation to be more lasting than 
when novocaine alone was used. In no instance was the degree of 
vasodilatation as great after a few days had passed, although 14 of 16 
patients showed vasodilatation effects lasting three days to two years. 
The amount of alcohol was not the factor determining this period. 
However, when 3 cc. of alcohol were used, there was uniform success 
in producing vasodilatations. ‘This period is long enough to produce 
beneficial effects in thromboangiitis obliterans and _ arteriosclerosis 
obliterans. 

The authors conclude that the use of 100 per cent alcohol in 
lumbar paravertebral block is of definite value in producing peripheral 
vasodilatation. 9 references. 


[Whereas alcoholic block of the lumbar sympathetic ganglia is of definite 
value, it should be limited to those cases in which sympathectomy is contrain- 
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dicated because the incidence of alcoholic neuritis, particularly of the genito- 
femoral nerve, is approximately 15 per cent. Employing the technique of Lilly, 
this complication can possibly be decreased (Lilly, George D.: Alcoholic Injection 
of the Lumbar Sympathetic Trunk in Cases of Peripheral Vascular Insufhciency 
when Surgical Sympathectomy Is Contraindicated, Presented before the Section 
on Surgery, General and Abdominal, American Medical Association, June, 1944) 
—Ep.] 


REFERENCES TO CURRENT ARTICLES 
Air-Pressure Tourniquet for the Thigh. Donald H. Hooker (Capt., M.C., 
A.U.S.). Bull. U. S. Army M. Dept., No. 77:116-17, Jume 1944. (Describes 
an air pressure tourniquet for the thigh for use in operations on the lower 
extremities. A known pressure can be exerted on the thigh with this tourni- 
quet and removed without delay; pressure should not be maintained for more 
than an hour.) 


The Use of Radioactive Sodium in Studies of Circulation in Patients with Pe- 
ripheral Vascular Disease; a Preliminary Report. Beverly C. Smith and Edith 
H. Quimby, College of Physicians and ‘Surgeons, Columbia Univ., New York, 
N. Y. Surg., Gynec. & Obst., 79:142-47, Aug. 1944. (Description of method 
for measurement of circulation time (arm to foot) and for measuring main 
vessel and collateral circulation at various areas of an extremity in peripheral 
vascular disease.) 

Early Operation for Volkmann’s Ischaemic Contracture. G. A. Pollock (Surgeon, 
Emergency Medical Service). Brit. M. J., 1:783, June 10, 1944. (Report of 
a case in which operation to relieve the tension, followed by splinting of the 
fingers in full extension and physiotherapy, resulted in cure.) 

The Technique of Angiography. Sister Mary F. Stolz, St. Louis, Mo. X-Ray 
Tech., 15:219-22, May 1944. (A description of the various techniques used 
in angiography.) 


41. Arteries 


VASCULAR INJURIES OF WARFARE 


D. C. Erxin (Lieut. Col., M.C., A.U.S.) 
Ann. Surg., 120:284-310, Sept. 1944 


For descriptive purposes the author has divided vascular injuries 
as a result of war wounds into three groups: (1) Those in which the 
blood vessels are completely severed or in which vasospasm exists to 
such an extent that the blood supply is impoverished and death of the 
part or useless fibrosis may result; (2) activation of previously existing 
blood vessel disorders or tumors; and (3) partial severance of a vessel 
producing a false aneurysm or arteriovenous fistula. 

The treatment of vascular occlusion presents a problem of unusual 
difficulty. The final result and ultimate prognosis will depend mainly 
upon original treatment received shortly after the injury. A tourniquet 
should never be applied if bleeding can otherwise be controlled, but, 
if applied, it should be as near the wound as possible. An Esmarch 
bandage is preferable to a rubber tube. Every effort should be made 
to preserve the continuity of an artery and, in lateral lacerations, repair 
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is possible. If ligation should be necessary, it should not be done in 
continuity but be sectioned completely, since division prevents 
peripheral arteriospasm and secures the best collateral circulation. 

Twelve illustrative cases are presented showing the three main types 
of arterial injury listed above. 5 references. 21 figures. 


LOCALIZED ARTERIAL THROMBOSIS OF 
INDETERMINATE ORIGIN 


J. R. Learmontn, W. BLackwoop and R. L. RICHARDS 


E.M.S. Hospital and Univ. of Edinburgh, Edinburgh, Scotland 
Edinburgh M.J., 51:1-20, Jan. 1944 


Four cases are reported of localized arterial thrombosis in young 
adults who were healthy in other respects and showed no evidence of 
cardiovascular disease other than the localized thrombosis. In one case 
the upper extremity was affected and, in 3 cases, the lower extremity. 
The chief symptoms in these cases were due to ischemia, which in the 
first case was aggravated by a septic focus in the ischemic area. The 
pain was of the diffuse type at a distance from the thrombus in 3 cases 
in the fourth case, there was pain in areas superficial to, and possibly 
corresponding with, the blocked segment of the artery; this type of 
pain was also present in one of the cases with the diffuse type of pain; 
all the patients in whom the lower extremity was involved also had 
the pain of intermittent claudication. Minor nutritional lesions were 
present in 2 cases, including the one complicated by local infection. 
The diagnosis was made by the presence of the symptoms of local 
ischemia, the examination of the peripheral pulses, and by arteriog- 
raphy. In all cases the site of the thrombus and slow development had 
permitted the development of a collateral circulation which prevented 
major nutritional changes. In one case, with involvement of the upper 
extremity, arteriectomy was done and also amputation of one finger 
that had become gangrenous. In one of the cases, with involvement of 
the lower extremity, both arteriectomy and lumbar sympathectomy 
were done; in the other 2 cases only lumbar sympathectomy. Lumbar 
sympathectomy should include removal of the first lumbar ganglion in 
such cases. ‘The authors’ experience in this small series of cases leads 
them “to advise conservatism” in regard to arteriectomy. Arteriog- 
raphy is of definite aid in determining whether the extent of the 
thrombus makes arteriectomy necessary. In the 2 cases in which 
arteriectomy was done, histological examination of the arterial lesion 
indicated that trauma was the etiological factor. Neither of these 
patients gave a definite history of trauma, but the first patient was a 
seaman who on two occasions had been on board a ship sunk at sea; 
some injury may have occurred that had passed unnoticed. Only one 
of the other patients gave a history of definite trauma, and in this case 
the site of the injury did not correspond with the site of the thrombus. 
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In any of these cases a minor local injury may have “‘started’”’ a throm- 
bus that extended proximally and distally. 


[Arteriography may be of value in determining the location and extent of 
the thrombus. This procedure is not without danger since it may be fol- 
lowed by extensive arterial spasm in an extremity where the blood supply is 
already impoverished.—Ep. | 


REFERENCES TO CURRENT ARTICLES 

Translumbar Aortography: an Apparatus for Injecting the Radiopaque Media. 
A. Keller Doss, Fort Worth, Tex. Surgery, 16:422-4, Sept. 1944. (Description 
of an apparatus used to inject radiopaque media within the arteries at the 
instant the roentgenographic exposure is made.) 

On the Treitz Vascular Arch and the Paraduodenal Anastomosis between the 
Two Mesenteric Arteries. (Sobre o arco vascular de Treitz e a anastomose 
paraduodenal entre as 2 arterias mesentericas). Carmo Russo. A. Do. An. 
Fac. med. Univ. S. Paulo, 17:105-25, 1941. 

Complications Following: Arteriography of Peripheral Vessels. Frederick B. 
Wagner, Jr. ar ig Medical College Hospital, Philadeiphia, Pa. J. A. M. A., 
125:958-61, Aug. 5, 1944. (Reports a case of thrombosis of the brachial artery 
following snveridanaalle in an infant. Discusses various types of local and 
systemic reactions that may follow arteriography of the peripheral vessels, and 
methods of preventing or minimizing such complications.) 

Injury and Ligature of the Common Carotid Artery (Zur Verletzung und 
Unterbindung der Arteria carotis communa). Nusselt. Med. Klin., 40:56, 
Jan. 21, 1944. 

Surgically Cured Arteriovenous Aneurysm at the Site of Bifurcation of the Aorta 
in the Iliac Arteries (Operative geheiltes arteriovenéses Aneurysma an der 
Teilungsstelle der Aorta in die Artt. iliacae). Bernhard. Med. Klin., 40:56, 
Jan. 21, 1944. 

Cardiac and Vascular Changes in Aneurysm (Herz- und Gefassveranderungen 
bei Aneurysmen).) Stotz. Med. Klin., 40:56, Jan. 21, 1944. 

Neurovascular Lesions of the Extremities. A. W. Allen. Kentucky M. J., 
42:195-99, July 1944. 

The Oscillometric Index an Aid in Evaluating the Arterial Status of the Lower 
Extremities. Seymour H. Rinzler (Capt., M.C., A.U.S.), Janet Travell and 
Helen Civin. From the Cardiac Service of the Beth Israel Hospital, N. Y. 
Arch. Int. Med., 73:241-47, March 1944. 

Symmetrical Gangrene (Arteriosclerosis). N. Danbolt. Acta dermat.-venereol., 
24:338, Oct. 1943. 

Local Arterial Embolism. Maurice Oppenheim and D. Cohen. Arch. Dermat. 
& Syph., 49:219, March 1944. 

Case Report of the Massachusetts General Hospital. Case of Dissecting 
Aneurysm of the Aorta as Shown by Autopsy. New England J. Med., 
230:651-53, May 25, 1944. (The major branches were involved and the right 
common iliac artery occluded. Hypertension had not remained as high as 
it does in about 80 per cent of these cases, thus confusing the diagnosis.) 


The Effect of Smoking Cigarets and of Intravenous Administration of Nicotine 
on the Electrocardiogram, Basal Metabolic Rate, Cutaneous Temperature, 
Blood Pressure and Pulse Rate of Normal Persons. Grace M. Roth, John B. 
McDonald (Capt., M.C., A.U.S.) and Charles Sheard, Rochester, Minn. From 
the Section on Clinical Physiology, Mayo Clinic, and the Division of Physics 
and Biophysical Research, Mayo Clinic and Mayo Foundation. J. A. M. A., 
125:761-67, July 15, 1944. 
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Infected Dissecting Aneurysm of the Iliac Artery Following Arteriovenous 
Fistula of the Femoral Vessels. Harold Neuhof, New York, N. Y. From the 
Surgical Service and the Department of Laboratories of the Mt. Sinai Hospital, 
New York, N. Y. Ann. Surg., 120:41-8, July 1944. 


Ligation of the Abdominal Aorta. Case Report. John K. Ormond, Henry 
N. Harkins and F. Janney Smith, Detroit, Mich. From the Divisions of 
Urology, General Surgery, and Cardiology of the Henry Ford Hospital, 
Detroit, Mich. Ann. Surg., 120:49-51, July 1944. 

Paralysis of the Ulnar Nerve due to Arteriovenous Fistula. Proc. Mayo Clinic, 
19:441-4, Aug. 23, 1944. (Congenital arteriovenous fistulas may occur in any 
part of the circulatory system, but principally in the extremities.) 


42. Veins 


STUDIES ON THE RELATIONSHIP OF DERMATOMYCOSIS 
TO ULCERATION AND GANGRENE OF THE EXTREMITIES 


KENNETH W. ‘THOMPSON 


Yale Univ. School of Medicine, New Haven, Conn. 
Yale J. Biol. & Med., 16:665-753, July 1944 


The series of disorders that lead to painful ulcerations on the legs 
and feet and gangrene of the toes causes much chronic illness. The 
treatment of such conditions the author considers is “far from satis- 
factory.” The majority of these patients have “post-phlebitic’’ ulcers, 
thromboangiitis obliterans or a related disorder. A study of a series 
of cases of this type showed two types of lesions in the affected tissues: 
an inflammatory change in the capillaries and an endothelial reaction 
associated with thrombosis of large-caliber vessels. “The inflammatory 
type of lesion is ‘scattered through” the affected areas and also sur- 
rounds the endothelial lesions. A dermatophyte was cultured from 
the skin in 20 per cent of the cases studied, and in 16 of these cases the 
organism was T. purpureum, known to be a “‘seriously pathogenic” 
dermatophyte in man. Antigens were prepared from a number of 
pathogenic dermatophytes, including T. purpureum, and intradermal 
tests made on 66 patients with some form of phlebitic ulcer or phlebitic 
induration; a positive reaction with at least one of these antigens was 
obtained in 92 per cent of these cases. ‘Tests with the antigens were 
also made in 37 cases of thromboangiitis obliterans; in none of these 
cases were all tests negative; in 3 the reactions were “‘equivocal,” and 
in 34 reactions were positive with at least one antigen. In some cases 
“flares” of some of the lesions followed the dermal tests with these 
antigens; illustrative cases are reported. The lesions which showed 
such flares were “hypostatic eczema,’ migrating phlebitis, phlebitic 
induration, and granulomatous patches on the feet. In some cases the 
reaction to the fungus antigen was unusual appearing as petechiae that 
later became confluent. The reaction persisted longer than normally 
in edematous parts, and in some cases the amount of edema appeared 
to increase after the injections of antigen. 
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These studies indicate that these various types of vascular and 
ulcerative lesions may be due to “‘a variety of hypersensitivity,’ and that 
one of the dermatophytes may “‘provide the base” for the hypersensi- 
tive state in such cases. Further studies are necessary, as it may be that 
some other agent such as a virus or a rickettsia may be the basic cause 
of the inflammatory reaction. ‘The author considers that the inflam- 
matory reaction in the capillaries is the primary “‘widespread dam- 
aging reaction” in the disease syndrome, although its importance has 
been overlooked in view of the “bizarre patterns” of the symptoms and 
the open lesions on the extremities. ‘This inflammatory reaction, how- 
ever, is reversible if the “‘trigger’’ antigens can be eliminated before the 
affected parts are “hopelessly scarred.’’ Conforming with this concept 
of the disease syndrome, a plan of treatment has been formulated. In 
cases not complicated by intolerable pain or ischemia, the primary 
lesions on the feet are treated by soaking in a basin of warm tap-water 
with 5 cc. of chlorinated soda solution per liter; lesions on the legs are 
moistened with the same solution. A careful “pedicure” is then done, 
removing all excess keratin of the soles, toes and nails, trimming thick- 
ened nails, and opening and débriding “hollowed, softened areas.” 
Vesicles that show signs of secondary infection are opened, but other- 
wise they are not opened. If vesicles are numerous, patients are advised 
to avoid activity until they dry. After the pedicure treatment, the 
feet and legs are rinsed with cold tap-water and then soaked in a solu- 
tion of | part potassium permanganate to 5,000 of warm water. The 
feet are again rinsed and carefully dried; thymol iodide is applied to 
small open lesions on the legs, but larger ulcers are protected with a 
gutta percha film or a dressing with zinc oxide, boric acid or petro- 
latum. Then a solution of | per cent thymol in 95 per cent alcohol 
is applied to nails. Any primary lesions on the hands are treated in 
the same way. The patient is given a bland fungicidal powder to apply 
at home; and also the thymol solution for the nails if they are badly 
diseased. The pedicures and local treatments are frequently repeated. 
As the symptoms subside Whitfield’s ointment in cold cream is used 
for local applications to the primary lesions. If there is edema of an 
extremity the patient is kept in bed with the extremity elevated until 
the edema subsides. In cases of thrombo-angiitis obliterans the patient 
is hospitalized for treatment of the edema. Varicose veins may be 
ligated if the tourniquet tests show that a single ligation or “series of 
well-planned ligations’’ will control the condition, provided that the 
phlebitic process and the mycotic process are quiescent, or the latter 
can be controlled by mild treatments to keep the infected areas dry. 
Retrograde injections of sclerosing solutions are not used. If there is 
considerable bacterial infection, the treatment must be modified; local 
applications of sulfonamides or penicillin may be necessary, but should 
be discontinued as soon as possible because of the danger of “‘bother- 
some”’ reactions. If there is very severe pain in an ulcer or gangrenous 
toe, the patient is kept in bed, and procaine block of “appropriate”’ 
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peripheral nerves is done to control pain. ‘The local lesions are 
swabbed with alcohol (70 per cent), dried and dusted with thymol 
iodide powder. When there is no spreading bacterial infection, or this 
is well controlled, the peripheral nerves of the involved areas are 
crushed. With the regime employed ‘‘a surprising number’”’ of patients 
have shown good remissions for several years; in some the extremities 
are ‘‘hopelessly scarred.”” In 2 case$ amputation was necessary. 

[This article, 90 pages long with colored illustrations in the original, is a 
thorough presentation of a new concept in vascular disease. It deserves thor- 
ough study by all readers interested in this subject.—Eb. 


DISEASES OF THE VEINS 
JoHN HOMANS 


Boston, Mass. 
New England J. Med., 231:51-60, July 13, 1944 


Pathologists have long recognized the frequency of thrombosis in 
the deep veins of the lower legs amounting to at least 25 per cent of 
all post-mortem examinations. Searching for a basis of such throm- 
bosis, Wright found the blood-platelet count rising following child- 
birth and surgical operations with a suggested rough correspondence 
here with the clinical onset of thrombosis. According to Wright, the 
platelets multiply and become ‘‘sticky.””. A more recent development 
is the realization that quiet thrombosis may take place in those inca- 
pacitated by cardiac disease as well as others leading a normal, 
active life. 

Quiet venous thrombosis in the deep veins of the lower leg may take 
place at any age, though a fatal accident before the fiftieth year is rare. 
It is remarkable how often pulmonary embolism may occur and recur 
in ambulatory patients and how likely such patients are to be suspected 
of cardiac or pulmonary ailments rather than embolism from an 
unnoticed deep thrombosis in the lower legs. 

Observation of the four-hourly chart should be regarded as of prime 
importance, together with other clinical evidence on hand, as a slight 
temperature rise and a persistently elevated pulse rate without appar- 
ent cause should make one seek other signs of latent thrombosis. In 
Allen’s series of cases, some degree of swelling was found in 67 per cent 
of 237 cases examined along with tenderness in 6! per cent, with 
‘Homans’ sign” (dorsi-flexion sign) found in 42 per cent of 139 cases 
examined. 

Evans, using dicumarol, sometimes with heparin, in his Lahey Clinic 
cases, reported certain advantages for this treatment. Dicumarol 1s 
relatively inexpensive when orally administered and prevents throm- 
bosis by lowering the prothrombin level in the blood, whereas heparin 
acts to prevent both clotting and adhesiveness of the thrombocyte only 
during its administration. 
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REFERENCES TO CURRENT ARTICLES 
The oo of Thrombophlebitis by Novocaine Block of the Sympathetics. 
. Baker and T. Sawyer, Seattle, Wash. Va. Mason Hosp. Clinics, 20:71-4, 
a 1941. (The advantages of vaso-dilatation are best exemplified by block- 
ing with sean hydrochloride the regional sympathetic ganglia.) 

Anticoagulation Therapy of Postoperative Venous ‘Thrombosis and Pulmonary 
Embolism. James A. Evans. Surg. Clin. North America, (Lahey Clinic No.), 
24:534-37, 1944. 

Treatment of Thrombophlebitis by Paravertebral Sympathetic Block. Morris 
J. Nicholson. Surg. Clin. North America (Lahey Clinic No.), 24:538-50, 1944. 

Varices of the Saphena (Varices de la safena). C.A.L.Iparraguirre. Dia med., 
15:1072-79, Sept. 13, 1943. 

Phlebitis Caused by Focal Infection of Dental Origin (Flebitis por infeccion 
focal; dental). J. J. Maroni and A. C. Vittori. Semana med., 50:pt.2:940-43, 
Oct. 1943. 

Further Experiences with Venogtaphy. E. C. Baker and F. A. Miller, Youngs- 
town, Ohio. Radiology, 43:129-34, Aug. 1944. (Presentation of a method of 


venography which gives complete visualization of the veins of the entire lower 
extremity and lower pelvis in the majority of cases.) 


43. Orthopedic Surgery 


REFERENCES TO CURRENT ARTICLES 

Treatment of Acute Subdeltoid Bursitis with Iron Cacodylate. L. Pelner, 
Brooklyn, N. Y. Med. World, 62:316, July 1944. (While the essential mode 
of action is unknown, this drug given intravenously gives great promise in the 
treatment of acute subdeltoid bursitis.) 

Pes Cavus, Bilateral: A Case Report. G,. S. Braun (Lieut., U.S.N.R.). U.S. Nav. 
M. Bull., 43:346-8, Aug. 1944. (Discussion of a case of bilateral pes cavus in 
which under appropriate treatment the sailor was able to discard the ap- 
pliance used.) 

Infantile Paralysis. C. E. Irwin, Warm Springs, Ga. Arch. Surg., 49:132-46, 
Aug. 1944. (A very comprehensive report upon progress registered during 
1943 on infantile paralysis, including an appraisal of the Kenny method.) 

Progress in Orthopedic Surgery for 1943. J. H. Kite, Atlanta, Ga. Arch. Surg., 
49:126-8, Aug. 1944. (With only about one-eighth of the average number of 
articles on congenital deformities appearing during 1943, the author places 
the work of Warkany and his associates first.) 

The Story of the Kenny Method. An editorial. Surgery, 16:425-9, Sept. 1944. 
(The contribution of Sister Kenny consists of a method for treating victims 
already stricken by infantile paralysis—a method that in the opinion of many 
American physicians reduces the crippling after-effects of the disease.) 

Dupuytren’s Contracture: Fibroma of the Palmar Fascia. R. C. Clay, Salt Lake 
City, Utah. Ann. Surg., 120:224-31, Aug. 1944. (The present study of tissue 
removed from 22 hands of 17 patients with Dupuytren’s contracture revealed 
areas of cellular broma in the palmar fascia in 17 hands of 14 patients, while 
the tissue from two hands did not include the palmar fascia.) 

Multiple Familial Cases of Poliomyelitis. H. O. Swartout, Los Angeles, Calif., 
and W. P. Frank, Alhambra, Calif. From the Los Angeles County Health 

Department. J. A. M. A., 125:488-90, June 17, 1944. 
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lherapeutic Injections in Painful Skeletal Disorders with Special Reference to 
the Saline-Procaine Test. Otto Steinbrocker, New York. From the Arthritis 
Clinic and Medical Service, Fourth Division, Bellevue Hospital. J. A. M. A, 
125:387-401, June 10, 1944. 

“Congenital” Muscular Torticollis. Fremont A. Chandler, Chicago, Ill., and 
Alfons Altenberg, Memphis, Tenn. J. A. M. A., 125:476-83, June 17, 1944. 
Certain Reparative Problems in Orthopedic Surgery. George K. Carpenter 
(Major, M.C., A.U.S.) and Robert T. Rosenfeld (Capt., M.C., A.U.S.). Surg. 

Clin. North America, 24:420-34, April 1944. 

Congenital Absence of the Patellae Associated with Arthrodysplasia of the 
Elbows and Dystrophy of the Nails. A Hereditary Syndrome. yer R. 
Senturia and Ben D. Senturia, St. Louis, Mo. Am. J. Roentgenol., 51:352-58, 
March 1944. 

Che Anatomic Basis of the Diagnosis and Treatment of Common Hand Lesions. 
Fugene W. Scheldrup. J. lowa M. Soc., 34:151-60, April 1944. 

Physiologic Factors Involved in Atrophy and Regeneration of Skeletal Muscle, 
Harry M. Hines and William H. Wehrmacher. J. Iowa M. Soc., 34:142-45, 
April 1944. 

Reconstructive Surgery Today. Arthur G. Davis, Erie, Pa. J. Bone & Joint 
Surg., 26:435-6, July 1944. 

Points in Orthopedic Radiography. J. R. Reegan, Milwaukee, Wis. X-Ray 
Tech., 15:213-5, May 1944. (Since the advent of radiographic studies, an 
almost limitless field has arisen, including diagnosis, prognosis and treatment.) 


44. Fractures 
REFERENCES TO CURRENT ARTICLES 


“Ring” Sequestra as a Complication of Fixed Skeletal Traction. C. P. Truog, 
Battle Creek, Mich. Am. J. Roentgenol., 52:64-9, July 1944. (Seven cases 
of “ring” sequestra, developing in the upper end of the tibia following fixed 
skeletal traction with pins incorporated in a plaster cast, are reported.) 

Treatment of Fracture of the Neck of the Femur in the Very Aged. O. C. Hud- 
son, Hempstead, N. Y. Med. Times, 72:231, Aug. 1944. (Mechanical internal 
fixation raises the percentage of unions above that of traction or plaster im- 
mobilization.) 

Treatment of March Fracture. David Trevor, London, England. M. Press, 
5488:20-22, July 12, 1944. (The author stresses that the treatment of March 
fracture should be conservative when the prognosis should be good.) 

Advantages of the Multiple Pin Method in Femoral Neck Fractures. R. B. 
Flowers, West Point, Miss. Mississippi Doctor, 22:36-7, July 1944. (Advan- 
tages cited of this procedure over that of the commonly used three-flanged 
nail.) 

Sequelae of Fracture of the Neck of the Femur and Treatment. C. C. Schneider, 
Milwaukee, Wis. Wisconsin M. ]., 43:799-804, Aug. 1944. (A full under- 
standing of the mechanical and physiologic principles of osteotomy has intro- 
duced a new era in the management of a large percentage of ununited frac- 
tures of the hip.) 

Treatment of Spiral Fractures of the Tibia. C. C. Cutting, Seattle, Wash. Va. 
Mason Hosp. Clinics, 20:75-7, Dec. 1941. (The advantages of the Mathewson 
method for the treatment of spiral fractures of the tibia are described in this 
paper.) 

Fracture of the External Condyle of the Humerus. L. H. Edmunds and A. L. 
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Foley, Seattle, Wash. Va. Mason Hosp. Clinics, 20:80-3, Dec. 1941. (Pres- 
entation of a case report of this common fracture in a child treated by open 
reduction with result showing only about 5 degrees of full extension lost.) 


Treatment of Fractures: Application of Rest. M. M. Simon, Poughkeepsie, 
N. Y. Am. J. Surg., 45:406-7, Sept. 1944. (A close statistical study of any 
series of fracture cases reveals that delayed union and non-union occur less 
often when the principle of rest has been employed from the very outset.) 

An Aid in Casting of Fractures. A. F. Sava, Brooklyn, N. Y. Am. J. Surg., 
16:136-8, Oct. 1944. (Presentation of the author’s frame which eliminates the 
need of an assistant and also the need for cast replacement due to sagging 
at fracture site, inadequate immobilization and other conditions calling for 
replacement.) 

Ambulatory Treatment of Fractures of the Lower Extremities. Carlo Savini, 
New York, N. Y. Am. J. Surg., 46:44-8, Oct. 1944. (Herein the author dis- 
cusses the import ance of keeping the patient out of bed in fracture treatment 
with statistics of patients with fractures of the lower extremity treated am- 
bulatorily and the technic involved.) 


45. Dislocations 
PLASTIC SHELF OPERATION FOR DISLOCATED HIPS 


FowLer B. ROBERTS 
Akron, Ohio 
Ohio State M. J., 40:650-56, July 1944 


The following technic is used for plastic shelf operation for dis- 
located hip. After a 48-hour skin preparation an iliofemoral incision 
is made according to the Smith-Peterson technic. ‘The muscles on the 
side of the ilium are stripped forward and backward with the perios- 
teum far enough outward to expose the capsule down to the eight and 
four o'clock positions. If the capsule is adherent above the acetabulum, 
it is separated from the bone by both sharp and blunt dissection. No 
effort is made to remove completely all the fibrous tissue from the bone 
just above the rim of the acetabulum. 

A longitudinal incision is then made, beginning at the rim of the 
acetabulum and extending the full length of the capsule directly above 
the neck of the femur. ‘Two incisions in the capsule are then made, 
beginning at the upper end of the previous incision and extending 
outward along the rim of the acetabulum to the three and nine o'clock 
positions (fig. A). ‘The corners of these flaps are caught by heavy 
Allis forceps and drawn outward as one would quarter the skin of an 
orange (fig. B). “The head and acetabulum can then be readily in- 
spected. .In most cases the head can be brought down to its normal 
position without difficulty at this time. Normal cartilage in the 
acetabulum is left undisturbed, but, if the acetabulum is very shallow 
and filled with fibrous tissue, a portion of this is removed without 
exposing raw bone. 

A semicircular incision is then made in the ilium directly above 
the acetabulum, beginning at the nine o'clock position a short dis- 
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Illustrations by courtesy of Ohio State Medical Journal. 
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tance from the edge of the acetabulum. This incision is curved upward 
and around the acetabulum to the three o'clock position, the greatest 
width of the flap being at the twelve o'clock position, the width being 
such as will make the proper depth of the new acetabulum. The base 
of this flap as nearly as possible approximates the old rim of the 
acetabulum. ‘The outer cortex of the ilium with a small portion of 
the cancellous bone only is used for the flap and is turned out gently 
so that it is molded neatly to the contour of the femoral head ( (fig. C), 
The younger the patient, the better this can be accomplished. When 
this flap is in position, the capsule is then replaced with its edges 
coming up over the outer edge of the bony flap and is sutured in posi- 
tion with chromic catgut. Usually the traction on the leg can then 
be removed without upward riding of the femoral head. 

A rectangular piece of bone is removed from the side of the ilium 
of the full thickness of the ilium and of proper size to fill in the space 
between the outer edge of the bone flap and the side of the ilium from 
which this edge has been turned down. This strut is tucked under the 
edge of the capsule and under the edge of the outer table of the ilium 
(fig. D). ‘The muscles are then dropped back into position and the 
wound closed in the usual manner. Sterile dressings are applied and 
a long hip spica immediately made. No traction of any kind is used. 
The cast is left on for eight weeks, when it is changed to a bivalve 
dressing and a roentgenogram made. ‘This technic has been used suc- 
cessfully on patients up to six years of age. If at any time during 
treatment the head begins to redislocate, an open reduction with plastic 
reconstruction is done. Best results are obtained in young patients, the 
ideal age being eighteen to twenty-four months. 8 references. 4 
figures. 4 drawings. 


[The author has given an excellent .procedure for reconstruction of the 
acetabulum in congenital dislocation of the hip. This is a slight modification of 
the method previously advocated by Gill. The capsular flaps help to maintain 
the reflected rim of the acetabulum in its proper position. This may also help 
materially in assuring a good result.—Eb. | 

REFERENCES TO CURRENT ARTICLES 

Aseptic Necrosis of the Head of the Femur following ‘Traumatic Dislocation of 
the Hip. Samuel Kleinberg, New York, N. Y. Arch. Surg., 49:104-8, Aug. 
1944. (In an instance of proved aseptic necrosis of the femoral head follow- 
ing traumatic dislocation of the hip, the important finding was a normal 
ligamentum teres which proves that the rupture of this ligament is not a con- 
stant occurrence in traumatic dislocation and that typical aseptic necrosis of 
the femoral head may occur.) 

Congenital Dislocation of the Shoulder. Geoffrey Flavell (Squadron-Leader, 
Surgical Specialist, R.A.F.V.R.). Brit. J. Surg., 31:272-75, Jan. 1944. (Report 
of a case of bilateral congenital dislocation with review of literature showing 
7 bilateral cases since 1839. ‘Treatment discussed briefly; author’s case treated 
by exercises and electrical stimulation; no operation.) 

Subtalar Dislocation. L. W. Plewes and K. G. McKelvey, Luton, Bedfordshire, 
England. J. Bone & Joint Surg., 26:585-88, July 1944. 

Acute Acromioclavicular Dislocation. A Simple, Effective Method of Conserva- 
tive Treatment. Irving Wolin (Major, M.C., A.U.S.). J. Bone & Joint Surg., 
26:589-92, July 1944. 
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46. Bones 


REFERENCES TO CURRENT ARTICLES 

The Roentgen Interpretation of the Pathology of Pott’s Disease. C, Auerbach 
and M. G. Stemmerman, Staten Island, N. Y. Am. J. Roentgenol., 52:57-63, 
July 1944. (The pathology of two types of tuberculosis of the spine has been 
described and the roentgenological appearance of each noted.) 

Osteoid-Osteoma: A Review of Portion of the Literature and Presentation of 
Cases. R. W. Lewis, New York, N. Y. Am. J. Roentgenol., 52:70-9, July 1944. 
(Nine proved and two probable cases are presented with simple removal of 
the nidus apparently bringing prompt cure.) 

The Oral Aspect of Cleidocranial Dysostosis. W. S. Britt (Major, D.C., U.S.A.). 
Mil. Surgeon, 95:143-7, Aug. 1944). (A review of the history of this disease 
along with its description, salient features and a case report.) 

Diseases of Growing and of Adult Bone. J. A. Siegling, Charleston, $. C. Arch. 
Surg., 49:128-32, Aug. 1944. (The author reviews the progress made during 
1943 in diseases of growing and adult bone.) 

Osteoid Osteoma of Mid-Shaft Region of Femur. Paul H. Harmon, Sayre, Pa. 
Am. J. Surg., 46:128-31, Oct. 1944. (A case of osteoid osteoma, a nonsup- 
purating, localized benign tumor process composed of osteoid tissue occurring 
in bones, is described. It is of importance in the differential diagnosis of 
chronic osteomyelitis.) 

Investigations on Ethnologic Anatomy of Lateral Tubercle of the Tuber Cal- 
canei (Pesquisas de anatomia etnica sobre o tuberculo lateral do tuber cal- 
canei). E. Mauro. An. Fac. med. Univ. S. Paulo, 17:81-103, 1941. 

Humero-Radial Synostosis. E. Frankel, Essex County Hospital, Wanstead, Eng- 
land. Brit. J. Surg., 31:242-45, Jan. 1944. (Report of a case with family 
history and discussion of hereditary factors responsible for this deformity.) 

The Classification Adopted by the Committee for the Study of Tumors of the 
Bones, Argentine Surgical Society. D. Brachetto Brian. Rev. med. Cubana, 
55:232-9, March 1944. 

Infection of Ulnar Bursa without Involvement of Fifth Finger. H. C. Saltzstein. 
Harper Hosp. Bull., Detroit, 2:30-33, April 1944. 


47. Joints 


REFERENCES TO CURRENT ARTICLES 

The Radiographic Examination of the Ankle Joint Including Arthrography. 
F. R. Berridge and J. G. Bonnin, Newmarket, Eng. Surg., Gynec. & Obst., 
79:383-9, Oct. 1944. (The technique of arthrography of the ankle is presented 
along with an enumeration of the anatomical features of ankle injuries dem- 
onstrated.) 

Hip Motions. John W. Ghormley, Albany, N. Y. Am. J. Surg., 46:24-30, Oct. 
1944. (Accurate measurement of motions of the hip joint often aids in the 
diagnosis of disorders there with the use of an arthrometer recommended for 
accurate measurement.) 

A Posterior Approach to the Shoulder Joint. Carter R. Rowe (Major, M.C., 
A.U.S.) and Lester B. K. Yee (Capt., M.C., A.U.S.). J. Bone & Joint Surg., 
26:580-84, July 1944. 

Posterior Dislocation of the Sternal End of the Clavicle. D. P. Greenlee, Pitts- 
burgh, Pa. J. A. M. A., 125:426-28, June 10, 1944. 
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Primary Malignant Neoplasm of the Shoulder Joint, with Report of a Case, 


Harry A. Olin. From the Woodlawn Clinic and Hospital, Chicago, Il. 
Radiology, 42:359-67, April 1944. 


Rupture of the Internal Meniscus of the Knee (Ruptura del menisco interno de 
la rodilla). A. Marciano. Arch. med. leg., Buenos Aires, 13:254-57, July 
1943. 

Study on the Etiology of Permanent Contraction of the Fingers or Dupuytren’s 
Disease (Una orientacion en la etiologia de la retraccion permanente de los 


dedos orenfermedad de Dupuytren). J. May. An. Fac. de med. de Mont- 
evideo, 28:675-85, 1943. 


Extra-articular Arthrodesis of the Hip by the Technic of Professor Pedro Chuto 
(La artrodesis extra-articular de la cadera con la tecnica del profesor Pedro 
Chuto). A. J. Costa. An. Fac. de med. de Montevideo, 28:632-45, 1943. 

A New Method of an Anterior Bone Block Operation of the Talo-crural Joint. 
E. Spira and A. Fried. Acta med. orient., 3:51-53, March 1944. 

Review of Vitallium Arthroplasties. C. E. Badgley and W. J. Schnute. Proc, 
Inst. M. Chicago, 15:85, April 15, 1944-45. 


Surgery on the Knee Joint. Bull. U. S. Army M. Dept., No. 76:100-104, May 
1944. 


48. Tendons 


CHRONIC NON-SPECIFIC TENOSYNOVITIS AND 
PERITENDINITIS 
PauL R. LipscomMs 


Surg. Clin. North America, Mayo Clinic Number, 780-97, Aug. 1944 


An analysis was made of all cases of nonsuppurative tenosynovitis 
encountered at the Mayo Clinic from 1935 to 1939, inclusive. In all, 
there were 190 patients, the average age being 36 years, and about 
twice as many males as females. A definite history of trauma was 
present in 92 cases (48 per cent). Chronic trauma had occurred in 
over half of these and acute trauma in the remainder. History of 
infection was found in only 10 cases, and faulty foot mechanics were 
held responsible for about an equal number. In 78 cases (41 per cent) 
etiology could not be determined. ‘The average duration of symptoms 
before examination was eight months. ‘Iwenty-five patients had 
symptoms for one year or more. Of the patients who had symptoms 
for less than a year the average duration before treatment was two 
months. Crepitation was mentioned as being present in only 32 cases 
(17 per cent) of the 190 histories reviewed. ‘The pathology of teno- 
synovitis is discussed in detail. “The most common symptom is pain 
over the tendon or tendons involved. Various type of tenosynovitis 
are described, including stenosing tenosynovitis, de Quervain’s disease, 
and tenosynovitis of the long head of the biceps. In differential 
diagnosis one has to consider tuberculous tenosynovitis with swelling 
and rice bodies, neuritis, hypertrophic arthritis, fractures or sprains 
of the wrists, ganglion and bursitis, traumatic myositis, aseptic necrosis, 
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cysts of the carpal bones, interstitial calcinosis and senile processes 
arising from the joint capsules. Occasionally hematoma of a tendon 
sheath may mimic acute suppurative tenosynovitis. 

For simple or crepitating tenosynovitis or peritendinitis, non- 
surgical treatment is advocated, all writers recommending some form 
of immobilization. Medical treatment must also include treatment of 
the toxic factor if discovered, consisting primarily of removal of all foci 
of infection, and possibly administration of such drugs as sodium 
salicylate, potassium iodide or colchicine as indicated. Cases have been 
reported which resisted all measures until eradication of associated 
oxaluria. [his was accomplished by avoidance of all foods rich in 
oxalic acid, large quantities of water, and a teaspoonful of citrate of 
magnesia daily. Firm and absolute immobilization and applications 
of radiant heat completed the treatment. Radiant heat, diathermy and 
the sinusoidal current seemed to relieve pain. Rest, counter-irritation, 
radiation and splints will usually relieve the pain only temporarily. 
Roentgen therapy in small doses has been recommended for the acute 
phases and may be effective without fixation treatment. Some writers 
have obtained good effects with molded plaster of paris splints for com- 
plete immobilization, lightly reinforced with circular plaster. Also the 
use of a sling for a few days has been recommended. 

In stenosing tendovaginitis at the radial styloid process, most writers 
advocate the operation of de Quervain. Cure with conservative meas- 
ures may be expected in about 70 per cent of cases, at the radial styloid 
process, whereas immediate cure follows in 100 per cent of cases 
treated surgically. In cases of tenosynovitis involving the long head 
of the biceps, great benefit and occasionally instant cure have been 
obtained by sudden traction on the arm and shoulder while the arm 
is relaxed and in a position of abduction. In acute phases the patient 
must rest in bed, placing the arm and forearm on two pillows to get 
some comfort. Diathermy is beneficial in acute cases. In subacute 
and chronic cases, massage and exercises to increase the range of motion 
are of value. Potassium iodide has been suggested in some chronic 
cases. Judging from the results in the present series, the author con- 
cludes that roentgen therapy, preferably with splinting, is the method 
of choice, and if, after two months of this treatment combined with 
physical therapy during the second month, there is not much improve- 
ment, surgery seems justified. Surgical treatment consisted in incision 
or excision of the sheath, whichever was indicated. Complete relief 
should not be promised from surgical treatment. 35 references. 2 
tables. 6 figures. 

REFERENCES TO CURRENT ARTICLES 
Complete Rupture of the Tendo Achilles. M.G. Henry (Lieut Comdr., M.C., 
U.S.N.R.). Mil. Surgeon, 95:135-9, Aug. 1944. (A case of ruptured tendo 
achilles is presented with drawings to illustrate treatment procedures.) 
Adhesive Strapping for Relief of Achillodynia. Paul J. Reinsch (Capt., M.C., 
A.U.S.). Bull. U. S. Army M. Dept., No. 77:21-22, June 1944. (Describes 
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a method of adhesive strapping for the treatment of painful irritation of the 
Achilles tendon in soldiers. All cases treated were acute new cases, and prompt 
relief was obtained.) 

Treatment of Fresh Cases of Peritendinitis Crepitans with Vasodiliontophoresis 
(Behandling af friske Tilfaelde af Peritendinitis crepitans med Vasodilionto- 
phorese). G. Schmidt. Ugeskr. for Laeger, 105:790, Aug. 5, 1943. 

Stenosing Tendovaginitis. Nathan Meadoff and A. Bernard Gray, Permanente 
Hospitals, Oakland and Richmond, Calif. Permanente Found. M. Bull., 
2:106-13, July 1944. (Report of 38 cases, involving chiefly the third, fourth 
and/or fifth fingers of the right hand; occurred usually in newly trained 
women welders. Surgical treatment relieved the “locking” in every case. 
Pathology and methods of prevention discussed.) 

Syphilis of Tendon of Long Head of Biceps Muscle and of Olecranon Bursa. 
V. L. Schrager, Chicago, Ill. Arch. Surg., 48:423-28, June 1944. (In the case 
reported, the syphilitic nature of the lesion was definitely proved by finding 
Treponena pallida in the granulation tissue. The possibility of syphilis of 
tendons and bursa should be considered more frequently in the diagnosis of 
tendinitis and bursitis.) 


49. Amputations 


REFERENCES TO CURRENT ARTICLES 

Diabetic Gangrene: 2 Comparison of the Preinsulin and Insulin Eras. H. J. 
Lehnhoff, Jr., E. H. Rynearson and W. H. Bickel. Med. Clin. N. Amer., 
978-84, July 1944, ” satin enables diabetics to live longer than before its 
introduction and an increased incidence of arteriosclerosis and gangrene is to 
be expected. Diabetic postoperative coma, a chief cause of death in pre-insulin 
era, is usually absent as is the occurrence of dangerous postoperative gas 
gangrene.) 

Interileoabdominal Disarticulation for Hydatosis of the Bony Pelvis (Des- 
articulacion interileoabdominal por hidatosis de la pelvis osea). F. E. Christ- 
mann and C. A. Cingano. Bol. Acad. argent. cir., 28:119-34, May 3, 1944. 

Amputations. John J. Moorhead. Surg. Clin. North America, 24:435-52, April 
1944. 

Interscapulo-thoracic Disarticulation of the Arm. ‘Two Cases. G. E. Godersky. 
Quart. Bull. Indiana Univ. M. Center, 5:55-59, April 1943. 

The Principles of Amputations of the Fingers and Hand. Donald B. Slocum 
(Major, M.C., A.U.S.) and Donald R. Pratt (Capt., M.C., A.U.S.). J. Bone 
& Joint Surg., 26:535-46, July 1944. 

A Method of Treating Nerve Ends in Amputation Stumps. John T. Bate 
(Major, A.U.S.). Am, J. Surg., 64:373-74, June 1944. (The author details 
his experience in 4 cases when employing bipolar and monopolar electrical 
current desiccation of peripheral nerves in amputation stumps.) 


Prostheses for Children. A. W. J. a Queen Mary’s Hospital, Roehampton, 
England. Lancet, 1:639-42, May 13, 1944. (Discusses the adjustment and use 
of artificial limbs for children Fass have had amputations. The site of am- 
putation must be carefully chosen and the prosthesis fitted as soon after opera- 
tion as possible.) 


Amputations. Geo. Perkins, Queen Mary’s Hospital, Roehampton, England. 
Brit. J. Surg., 31:377-84, April 1944. (The author proves that surgeons nowa- 
days amputate with the view of vennilal to patients their former capacity for 
earning a livelihood by supplying them with suitable prosthesis.) 
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50. Traumatic Surgery 


REFERENCES TO CURRENT ARTICLES 

A Flying Suit to Aid in the Control of Hemorrhage. R. G. Witner and W. F. 
Leach (Lieut. Comdr., M.C., U.S.N.R.). U.S. Nav. M. Bull., 43:365-6, Aug. 
1944. (A flying suit in which 4 tourniquets are incorporated, one in each 
arm and leg, for emergency use.) 

The Crush Syndrome; Report of Two Cases. C. Leslie Collins, Permanente 
Hospitals, Oakland and Richmond, Calif. Permanente Found. M. Bull., 
2:121-24, July 1944. (In the 2 cases reported, the crush syndrome followed a 
crushing injury of the abdomen and pelvis in one case, a crushing injury of 
the left side in the other; both patients died, the seventh and the sixth day 
after injury, respectively. On treatment of such injuries the author recom- 
mends “intelligent and immediate use’’ of tourniquet or pressure dressing, anti- 
shock treatment, maintenance of urinary output.) 

Football Injury (Laesioner opstaaet under Fodboldspil). I. Blondal. Ugeskr. 
for Laeger, 105:932, Sept. 9, 1943. 

Hysterical Sequelae of Injuries. P. D. Scott (Surgeon, Lieut., R.N.V.R.) and 
Paul Mallinson (Surgeon, Lieut. Comdr., R.N.V.R.). Brit. M. J., 1:450-53, 
April 1, 1944. (Reports 6 cases in which physical symptoms and signs, 
hysterically produced, followed injury and prolonged convalescence; also 2 
cases in which similar symptoms were observed in patients with “psychopathic 
defects” without injury or severe stress.) 


51. Burns 


THE CLOSED PLASTER METHOD IN THE PREVENTION 
OF SHOCK AFTER BURNS 


E. A. Se_cers and E. S$. GorANSON 


Toronto, Ont. 
Canad. M. A. J., 51:111-14, Aug. 1944 


The immediate application of plaster has proved valuable as local 
treatment in experimental burns so it was considered desirable to ascer- 
tain the effect of closed plaster treatment on hemoconcentration and 
on the production of shock. It was shown that, when plastering was 
carried out promptly after the occurrence of a burn, mortality from 
shock was greatly reduced among animals thus experimented upon. 

The authors used 42 dogs upon whom a 15 per cent burn was pro- 
duced on each of their four limbs, corresponding to 35 per cent of the 
animal’s body surface. “The dogs were divided into five groups for 
treatment; in the first group, an interval of one hour was allowed to 
elapse after burning before the application of plaster bandages. In the 
second group, two hours elapsed, with four hours in the third group 
before treatment; the fourth group acted as untreated control, with the 
fifth group receiving pressure dressings immediately after burning. In 
every case, hemoconcentration was followed by hourly hemoglobin 
and hematocrit readings. 
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The results showed that, if plaster was applied one hour after the 
burn, there was a significant decrease in the mortality rate. After this 
period, the mortality rate approached the control figures. The hemo- 
concentration curves showed that the average hemoconcentration was 
less in the group plastered after one hour than in the control group, 
while in the two- and four-hour groups the rise in hemoglobin ap- 
proached the figures obtained from control animals. The immediate 


application of plaster was found more effective in decreasing mortality ' 


from shock than is the immediate application of pressure dressings when 
the proper technic is followed. 19 references. 2 tables. 1 figure. 


A STUDY OF THE INTERRELATIONSHIP OF THE SALT 
SOLUTIONS, SERUM AND DEFIBRINATED BLOOD IN 
THE TREATMENT OF SEVERELY SCALDED, 
ANESTHETIZED DOGS 
C. A. Moyer, F. A. Cotier, V. lop, H. H. VAUGHAN and D. Marry 


Ann Arbor, Mich. 
Ann. Surg., 120:367-86, Sept. 1944 


Fluid therapy is presently recognized as fundamental in the imme- 
diate treatment of burned or scalded patients. However, relatively 
little quantitative data are available concerning the individual physio- 
logic effectiveness and the interrelationship of the various solutions used 
(saline, lactate, whole blood, plasma, etc.) in the treatment of con- 
trolled thermal trauma. 

Using healthy, adult dogs anesthetized with sodium evipal, experi- 
ments were conducted to (1) correlate body loads of various salt solu- 
tions and plasma with length of life and changes in other easily 
measurable physiologic constants that follow a scald; (2) to attempt a 
comparative evaluation of the relative roles played by the salt solutions, 
cell-free blood components and whole blood in permitting immediate 
recovery from injury; (3) to correlate the gross and histologic, path- 
ologic findings with the forms of therapy; and (4) to determine whether 
or not only casual relationship exists between the type of therapy and 
the so-called ‘‘toxemic”’ stage of thermal injury. 

Saline-bicarbonate solution was found more effective than Ringer’s 
lactate solution, with the latter more effective than isotonic sodium 
chloride solution in prolonging life of anesthetized dogs when 10 per 
cent of the body weight of these solutions is given intravenously before 
the animals are scalded (two-thirds body surface at 85° C. for thirty 
seconds). The presence of the bicarbonate ion or the potential bicar- 
bonate ion (the latter as in the lactate solution) appears to be respon- 
sible for the superiority of the Ringer’s lactate and the saline- 
bicarbonate solutions. 

The combination of massive transfusions of defibrinated blood and 
saline-bicarbonate solution by stomach tube was the only form of 
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therapy used that prevented shock without inducing complications 
incompatible with life. ‘T he other forms of therapy employed, namely: 
(1) saline-bicarbonate, i.v.; (2) saline-bicarbonate i.v. and serum i.v. 
(3) serum 1.v. and saline-bicarbonate by stomach; and (4) dichdecinannil 
blood i.v. and water ad libitum, prolonged life and often prevented 
shock. But all the animals that did not die of shock within the first 
twenty-four hours died later of complications that seemed to be related 
to the therapy rather than to the trauma. ‘The final conclusion of the 
authors is that a hematocrit of 80 to 85 per cent does not prohibit the 
use of transfusions of whole blood. 18 references. 4 charts. 2 tables. 

[This article adds another group to the rapidly growing list of those who be- 
lieve that an electrolyte solution should be used in addition to plasma in the 
treatment of burns. ‘This list now includes the names of Underhill, Hoitink, 
Fox, Rosenthal, and Prinzmetal. Another important conclusion of Moyer, et al., 
is that whole blood plays a valuable role in the early therapy of burn shock. 
The use of plasma has been overdone in recent years, and it is time that a 
balance is attained in this regard.—Eb. | 


THE HEALING OF DEEP ‘THERMAL BURNS 


J]. Connor and S. C. Harvey 


New Haven, Conn. 
Ann. Surg., 120:362-66, Sept. 1944 


In the treatment of the local area in deep thermal burns, the ulti- 
mate objective should be the grafting of skin at the earliest moment 
compatible with success and with the minimum mortality rate. The 
chief cause of delay in the healing of these wounds is the continued 
presence of slough which is powerless to combat infection, thus render- 
ing successful skin grafting impossible along with contracture. Slough 
should be removed at the earliest possible moment. 

Enzymatic digestion of the slough in wounds recently came to the 
front when Glasser reported success using a proteolytic compound 
containing papain. Howes, more recently, noted that various enzy- 
matic compounds effectively removed slough in from twenty-four to 
forty-eight hours. In the experimental laboratory it has been found 
that the normal development of a plane of cleavage between living and 
dead tissue can be accelerated by the use of acids. With certain of the 
organic acids, in the proper concentration and with a carefully adjusted 
Ph, this can be accomplished without significant injury to viable tissue. 

This makes it possible in the experimental animal to remove the 
slough resulting from a severe burn in forty-eight to seventy-two hours 
and to employ immediate skin grafting for the closure of the wound. 
The application of this method to man should wait upon further study 
and the development of proper methods of application. 3 references. 


12 figures. 
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A COMPARISON OF VARIOUS TYPES OF LOCAL TREAT. 
MENTS IN A CONTROLLED SERIES OF EXPERIMEN- 
TAL BURNS IN HUMAN VOLUNTEERS 


James A. Dincwact and WILLIAM DEW. Anprus 


New York, N. Y. 
Ann. Surg., 120:377-86, Sept. 1944 


‘The intensive studies carried out in recent years have led to a fair 
degree of standardization of certain aspects of the care of burns, notably 
in the prevention and treatment of shock and of the severe metabolic 
derangements which may occur later in the course. A greater degree 
of confusion exists, however, with regard to local treatment, as certain 
quite obvious factors have prevented accurate comparisons of even the 
most promising of the number of methods introduced. 

A controlled series of 82 second-degree burns in human volunteers 
has been studied and the efficacy of 12 different local treatments has 
been evaluated. ‘These local treatments included boric acid ointment, 
along with the oral administration of sulfadiazine, triple dye, tannic 
acid, vaselined gauze, triethanolamine-sulfadiazine with methocel, peni- 
cillin ointment, fibrin film and sulfadiazine-gelatin. ‘The best results, 
as measured by the rapidity of healing and absence of complications, 
were encountered in the group with a sulfonamide-impregnated plastic 
film, with the next best a local treatment with a bland ointment com- 
bined with sulfonamides by mouth. 

The value of the use of the sulfonamides either locally or sys- 
temically was demonstrated clearly in the control of infection and the 
evidence of minimal sensitivity. “he importance of restricting the 
frequency of dressings was confirmed, as there was a direct relationship 
between the rate of healing and the number of times the dressings were 
removed. ‘The experience gained in this study favors abandonment of 
treatment with escharotic agents. 4 references. 9 figures. 8 tables. 


TANNIC ACID AND THE TREATMENT OF BURNS: 
AN OBSEQUY 
Roy D. McCiurr, Conrap R. LAM and HARVARD ROWENCE 


Department of Surgery of the Henry Ford Hospital, Detroit, Mich. 
Ann. Surg., 120:387-405, Sept. 1944 


The unqualified recommendation that tannic acid be abandoned 
in the treatment of burns by one of its former protagonists is based on 
recent clinical experience and animal experimentation conducted by 
the authors and independent investigators. Under certain conditions, 
the use of tannic acid produces a severe, if not fatal, lesion in the liver 
and carefully controlled experiments have shown that it is moderately 
inhibitory to the healing of wounds. 

Liver necrosis has been reported in a considerable number of 
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burned patients treated with tannic acid. Nonfatal cases frequently 
show marked disturbance of the liver function in the acute phase of 
the burn—a condition which can easily be reproduced experimentally. 
Furthermore, wound healing experiments on animals and on human 
donor sites indicate that tannic acid retards the healing process 
considerably. 

In writing this obsequy for the tannic acid treatment of burns, the 
authors state that had the introducer of this treatment lived, he would 
have recognized the shortcomings of his method before others discov- 
ered its disadvantages. 21 references. 15 figures. 1 table. 


REFERENCES TO CURRENT ARTICLES 

A Note on the Use of Fibrinogen and ee ye in the Surface Treatment of 
Burns. C. V. Z. Hawn, E. A. Bering, Jr.,. O. T. Bailey and S. H. Armstrong, 
Jr., Boston, Mass. J. Clin. Investigation, os-t0Gh July 1944. (Observations 
of surgically denuded areas of animals and burns on humans are presented 
suggesting that human fibrinogen and thrombin mixtures have no deleterious 
effect on normal repair.) 

Pentothal Sodium Anesthesia in Shock and Hemorrhage. C. K. Elder, Atlantic 
City, N. J. N. Y. State J. Med., 44:1579-81, Aug. 1944. (Presenting an 
account for determining accurately anesthetic levels in pentothal sodium 
anesthesia.) 

Local Treatment of Thermal Cutaneous Burns. A. M. A. Council on Industrial 
Health and Council on Pharmacy and Chemistry. J. A. M. A. 125:969-73, 
Aug. 5, 1944. 

An Analysis of the Modern Treatment of Severe Burns. C. K. Drinker, Boston, 
Mass. J. Oklahoma M. A., 37:339-46, Aug. 1944. (Discussion of the treat- 
ment of burns with recommendation of the closed-plaster treatment.) 

The Hartford Circus Fire nates in the Hospitals. S. B. Weld, Hartford, 
Conn. Connecticut M. J., 8:511-12, Aug. 1944. (Report as to how the Hart- 
ford hospitals measured up with their réupeeudbibicy in meeting the victims 
of the circus disaster.) 

Modern Data on Frostbite. S. S. Girgolav (Lieut. Gen., Red Army M. C.). Am. 
Rev. Soviet Med., 1:437-40, June 1944. (Discusses experimental study of 
frostbite and methods of treatment developed.) 

Retrograde Changes in the Spinal Cord in Frostbite of the Extremities. D. L. 
Panchenko. Am. Rev. ‘genes Med, 1:440-45, June 1944. (Reports a study 
of the spinal cord changes in 12 persons dying of intercurrent disease at vary- 
ing periods after frostbite. Pathblopical changes were found only at levels of 
the spinal cord related to innervation of the extremities involved.) 

The Use of Greases and Ointments in the Prevention of Frostbite. F. G. Krot- 
kov (Col., Red Army M.C.). Am. Rev. Soviet Med., 1:443-46, June 1944. 
(Ointments and greases are not recommended, especially not for use on the 
feet.) 

Hemostatic Globulin and Plasma Clot Dressings in the Local Treatment of 
Burns. L. Miscall and A. Joyner, New York, N. Y. Surgery, 16:419-21, Sept. 
1944. (A method of preparation of a plasma clot dressing has been described 
and variations discussed with the method involving the clotting of plasma over 
gauze by means of hemostatic globulin.) 

Prevention of Flash Burns by a Protective Glove Film. G. B. Fauley (Lt. Com., 
M.C., U.S.N.R.) and A. C. Ivy. U.S. Nav. M. Bull., 43:209-15, Aug. 1944. 

(A technic has been devised for testing mixtures used to prevent flash burns 
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with an ointment containing 50 per cent titanium dioxide and a glove film 
with 37 per cent titanium dioxide proving effective in preventing flash burns.) 

The Estimation of Areas of Burns. Chas. C. Lund and N. C. Browder, Boston, 
Mass. Surg., Gynec. & Obst., 79:352-8, Oct. 1944. (Presenting a table and 
diagrams to provide an accurate method of visual estimation of the percentage 
of surface area of burns.) 


The Influence of Ether, Morphine and Nembutal on Mortality in Experimental 
Burns. Robert Elman, St. Louis, Mo. Ann. Surg., 120:211-13, Aug. 1944, 
(The conclusion is reached that large doses of morphine, when used in the 
absence of pain, may increase the early mortality in severe human burns.) 


52. Shock 


CLINICAL USE OF CONCENTRATED HUMAN SERUM 
ALBUMIN IN SHOCK AND COMPARISON WITH WHOLE 
BLOOD AND RAPID SALINE INFUSION 


A. CouRNAND, R. P. Nose, E. S. Breep, H. A. Lawson, G. B. PincHor and 
D. W. RicHARps, JR. 
New York City 
J. Clin. Investigation, 23:491-505, July 1944 


Two things are essential for the successful treatment of clinical 
shock: (1) restoration of the failing system; and (2) restoration of the 
failing (anoxic) tissues. ‘The circulation can be restored usually by 
replacing the deficit in blood volume, but the tissues can be restored 
only by abundant oxygen supply and carbon dioxide removal, thus 
necessitating adequate amounts of hemoglobin. If the blood is anemic, 
oxygen will be adequately supplied to the tissues only if the total blood 
flow is proportionately increased above normal. 

The authors report the following findings in 12 cases of shock. In 
cases of skeletal trauma and hemorrhage, with evidence of further 
bleeding after albumin therapy was started, there was a sizable loss 
of albumin as was the case following burns and peritonitis with exuda- 
tion of protein-rich fluid. In 3 cases, where there had been no further 
blood loss and no protein-rich exudation, the albumin was almost 
wholly retained and disappeared later from the circulation slowly. In 
general, the serum protein concentrations remained about the same 
before and after albumin administration, but in the individual case 
there was no constant correlation between the initial level of serum 
protein and the degree of dilution per unit dose of albumin. ‘The 
amount of intravenous saline may have contributed to this dilution, 
but here again there was no correlation between the degree of blood 
hydration following treatment and the amount of saline given. 

The average amount of blood volume increase per gram of albumin 
retained was 23 cc. ‘This compares with 17.4 cc. per gram of albumin 
given for the series of normal subjects reported by Heyl and Janeway. 
In cases showing hemodilution, the total blood volume calculations 
before and after treatment accounted satisfactorily for the total red cell 
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volumes. The increase in blood volume brought about by the albumin 
injection was still maintained at the end of the period of observation, 
usually six hours, with plasma protein concentrations showing little 
change. 

For the relief of tissue anoxia an increased amount of oxygen is re- 
quired to be supplied the tissues. ‘The “arterial oxygen transport’ 
expresses this function. Individual measurements of the circulation 
and of arterial oxygen transport in 11 cases, before and after albumin 
treatment, are presented, where, with two exceptions, all showed evi- 
dence of severe peripheral circulatory failure before treatment was 
given. Significant amounts of albumin were returned in the circula- 
tion of 9 of 11 cases following injections with an increase in plasma 
volume. 

Comparison of concentrated albumin therapy with treatment by ) 
rapid saline infusions showed that 3 cases received saline only in 
amounts from 1,515 to 1,930 cc. and that 3 others also received some 
whole blood by transfusion. Blood volume studies indicated that little 
or none of this whole blood was retained in the circulation as the 
patients were bleeding. Saline infusion in these 6 cases produced a 
relatively small increase in plasma volume, a small increase in hemato- 
crit, large increase in cardiac output and small increases in auricular 
pressure, oxygen consumption and arterial oxygen transport. ‘Thus, 
with saline transfusion, a much lesser degree of improved circulation 
and less sustained than with concentrated albumin solution, was noted 
clinically. 

Measurements of the circulation were made in 10 patients suffering 
moderate to severe shock, following transfusions of from 300 to 1,270 
cc. of whole blood. Most of the red blood cells given during the 
transfusion were retained. Eight of this group of cases responded well 
to transfusion. Comparison of the effects of whole blood transfusions 
with those of concentrated albumin showed a decrease in hematocrit 
and a rise in cardiac output following albumin therapy. 

In cases of shock due to skeletal trauma or hemorrhage, where hemo- 
dilution is regularly found, the increased cardiac output is a compen- 
sating effect as tissues can receive adequate oxygen only by more rapid 
circulation of the lessened amount of hemoglobin in the blood. 8 ref- 
erences. 5 figures. 4 tables. 


GELATIN: ITS USEFULNESS AND TOXICITY 
F. S. Rosscueit-Rossins and G. H. WHIPPLE 


Rochester, N. Y. 
J. Exper. Med., 80:145-64, Aug. 1, 1944 


Gelatin is of great interest today since it possesses many qualities 
essential for a plasma protein substitute. ‘This report, while pointing 
out some of its good and bad qualities, illustrates its effect upon plasma 
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protein and hemoglobin production in depleted dogs. It causes no 
obvious disturbance when injected intravenously in 6 per cent solu- 
tion and an anaphylactoid response has never been noted. In some 
of the authors’ experiments there appears to be utilization of the gela- 
tin to form needed plasma proteins and even hemoglobin when gelatin 
is administered orally. The production of new blood plasma from 
gelatin follows intravenous administration. 

However, experiments give evidence that gelatin may be toxic when 
given by vein in moderate dosage over a one to two week period: the 
dogs’ condition deteriorates and death may follow or the return to 
normal is slow with a definite inability to form blood proteins in the 
future among these dogs. Gelatin escapes through the kidney which 
can be harmful if that organ is damaged or diseased. Veins used for 
gelatin injection may show fibrosis and thrombosis. ‘There is rapid 
loss of weight in prolonged gelatin injection experiments. 

On the favorable side, it was noted that gelatin given for two to 
three days accompanied and followed by amino acid mixtures or casein 
digests by vein usually gave no sign of intoxication and proof of utiliza- 
tion of the amino acids to form blood proteins. ‘This experiment indi- 
cates that clinical study is needed to show whether gelatin and amino 
acids can be used in the first three days following hemorrhage, trauma, 
wounds, and shock to tide over the acute emergency and permit the 
body to make its own blood proteins from the administered amino acids 
and the protein reserve stores. 6 references. 10 tables. 


EFFECT OF MASSIVE EXPERIMENTAL HEMORRHAGE ON 
HEPATIC FUNCTION IN DOGS 
Car IRENEuS, JR. and Cuas. B. Purstow 


Chicago, II. 
Arch. Surg., 49:100-103, Aug. 1944 


Massive acute experimental hemorrhage was produced in 12 dogs 
followed at varying intervals after the bleeding by the sulfobromophtha- 
lein sodium, galactose tolerance, serum phosphatase and prothrombin 
time tests of hepatic function. Control tests had previously been con- 
ducted on normal animals. ‘The galactose tolerance test revealed 
marked impairment of the liver’s ability to assimilate galactose, as 8 of 
1] animals excreted amounts far in excess of those of the controls which 
were considered normal. 

The prothrombin time was prolonged definitely for 4 of the 11 ant- 
mals, while results of sulfobromophthalein and the serum phosphatase 
tests were normal. The authors arrived at the conclusion that definite 
although slight impairment of hepatic function, as disclosed by the 
results of the tests used in their experiments, was produced by massive 
acute hemorrhage. 2 tables. 
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USE OF GELATIN SOLUTIONS IN THE TREATMENT OF 
HUMAN SHOCK 


DoNALD D. Kozo_i_, HANs Popper, FREDERICK STEIGMANN and BruNo W. VOLK 
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From the Hektoen Institute for Medical Research and the Department of Therapeutics of the 
Cook County Hospital 


Am. J. M. Sc., 208:141-47, Aug. 1944 


The material of this study constitutes 52 patients in shock of dif- 
fering degree and etiology. The degree of hack was Classified as mild, 
moderate and profound. In each patient a record was kept of the 
blood pressure, pulse, temperature, respiration and condition of the 
skin. Venous blood was obtained and placed in test tubes containing 
dried heparin. A 5 per cent solution of gelatin in normal saline was 
then intravenously administered (1,000 cc.). The results indicated 
that this solution is effective in the treatment of shock. It produced 
regularly a statistically significant hemodilution. No untoward effects 
were noted except an increase in the sedimentation rate, which, how- 
ever, did not influence the clinical picture. 34 references. 4 tables. 

[It would be wise to provide a very careful study of gelatin solutions by 


investigators familiar with shock in all of its aspects before they are recom- 
mended for routine use.—Ep. ] 


SHOCK RESULTING FROM THE INTRAPERITONEAL 
IMPLANTATION OF RECONSTITUTED 
DESICCATED MUSCLE 
E. E. Murrueap and J. M. Hitr 


Dallas, Tex. 
J. Lab. & Clin. Med., 29:339-46, April 1944 


In experiments on dogs, skeletal muscle was removed from the hind 
limb, passed through a sterile meat grinder, desiccated from the frozen 
state by the adtevac process, and stored in Erlenmeyer flasks for several 
weeks. Then a “thick paste’’ of this desiccated muscle was made by 
the addition of water and injected into the peritoneal cavity under 
pressure. Seven animals were used in these experiments; all recovered 
from the anesthetic used; 3 animals subsequently died in a state of 
shock; the other 4 survived but showed hemoconcentration and 
“toxic appearance” for varying periods. ‘The degree of hemoconcen- 
tration was lower in the animals that survived than in those that died. 
These experiments show that the intraperitoneal implantation of desic- 
cated skeletal muscle, as well as implantation of undesiccated muscle, 
may produce fatal shock in dogs. Larger amounts of desiccated muscle 
are necessary to cause death; to produce fatal shock consistently, the 
“dose” of reconstituted desiccated muscle must exceed 5 gm. per kg. 
The changes in the viscera in the fatal cases were found to be the same 
as those following “freezing shock’’—severe freeze of one hind extremity. 
However, in the shock produced by intraperitoneal implantation of 
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desiccated muscle, a dilution of the circulating plasma proteins was 
noted, which did not occur in freezing shock. In the animals that sur- 
vived, the implanted desiccated muscle lost its ability to produce olig- 
emia, hemoconcentration and symptoms of shock after a period of time, 
and apparently became an inert foreign substance. This would indi- 
cate that shock produced by the intraperitoneal implantation of muscle 
is caused by absorption of a shock-producing substance. In shock fol- 
lowing “‘a severe freeze,” loss of local plasma fluid appears to be ‘‘the 
predominant etiologic factor.” 


STUDIES ON THE EFFECTS OF POSTURE IN SHOCK AND 
INJURY 
Grorce W. DuNCAN, STANLEY J. SARNOFF and C. MARTIN RHODE 


Baltimore, Md. 


From the Department of Surgery, Johns Hopkins University, and Department of Surgery, 
University of Maryland, Baltimore, Md. 


Ann. Surg., 120:24-33. July 1944 


The purpose of this study was to observe the effect of posture in 
patients with varying degrees of injury and shock both in the foot-up 
and head-up positions at angles similar to those produced by the shock 
blocks and the bed elevators used in most hospitals. The effect of 
postural change on thirty patients with various degrees of injury is 
described. ‘These observations would seem to be of both practical and 
theoretical interest. Pronounced changes may be rapidly produced in 
either mild or severe injury by only slight alteration in posture. Dif- 
ferences in response to postural change were observed in mildly in- 
jured and more severely injured patients. When patients with injury 
and blood loss of moderate severity, or patients with severe injury and 
blood loss whose blood volume had been partly replaced, were put in 
the foot-up position, signs of improvement resulted. “The most con- 
sistent effects noted were an increase in arterial pressure and improve- 
ment in mental state. Other signs of improvement included: diminu- 
tion in sweating, improvement in color, increase in pulse volume, and 
decrease in pulse rate. ‘These were not so constantly observed, how- 
ever. The response of this group to head-up position was not so strik- 
ing as in the other group. ‘The patients in the less severely injured 
group showed little or no response to foot-up position in most cases, 
but dramatic effects were observed in some of these patients when they 
were placed in the head-up position, resulting in, or approaching a 
state of collapse or syncope, probably from vasodilatation and pooling 
of blood in dependent areas and resultant cerebral anemia. Vasomotor 
instability was demonstrated in injured patients that was not present in 
normal controls and disappeared in injured patients when they re- 
turned to normal. When it was observed that a difference in arterial 
pressure in the horizontal and the foot-up position was associated with 
diminution of blood volume an attempt was made to utilize this ob- 
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servation as a test for blood loss and possibly for diagnosis of pre- 


was clinical or borderline shock. Further studies are being carried out to 
sur- prove the value of this observation as an indication of borderline shock 
olig- or adequacy of treatment in case of frank shock. 11 references. 4 
ime, tables. 3 charts. 

ndi- 

iscle 

bes STATE OF MEN SEVERELY WOUNDED IN BATTLE 


W. C. WILSON 


Univ. of Aberdeen, Aberdeen, Scotland 
Lancet, 1:587-91, May 6, 1944 


ND 
‘A study is presented of 133 battle casualties treated at a held ambu- 
lance (FA) or casualty clearing station (CCS) during the Battle of El 
a and during the subsequent advance. ‘These cases included 
_ penetrating abdominal and thoracic wounds, head injuries, injuries of 
face and neck, other soft tissue wounds of trunk and limbs, fractures 
and burns. Most of the FA patients were treated within twelve hours 
after being wounded; approximately half of the CCS patients were 
. = treated within the same period, the majority of the others within 
-up twenty-four hours. In 4 cases death occurred within a few minutes 
ock after admission; in 23 cases the condition of the patient was considered 
c of “desperate,’’ as after a severe hemorrhage, and 7 of these patients died 
y is while under observation; in 25 cases the condition was considered 
and “serious,” as from peritonitis or severe brain injury, and 10 of the 
I in men in this group were considered to have little chance of survival; 
Dif- in 81 cases the patient’s general condition was considered ‘‘satisfactory”’ 
wai with a good chance of survival. 
ury 


On admission the blood pressure was at normal levels (systolic 110 
and to 140 mm. Hg) in 53 of the 95 CCS cases, but in only 7 of the 38 FA 


ies cases; the difference reflects the greater proportion of severely wounded 
a men in the FA. Of the 81 patients whose general condition was classed 
“bial as satisfactory all but 2 had systolic blood pressures of 100 mm. Hg or 
wie above; of the 25 patients whose condition was classed as serious, all but 
and 2 had systolic pressures above 80 mm. and 15 had pressures above 100 
on mm.; of the 23 patients whose condition was considered “desperate,” 
rik- only 4 had systolic pressures above 80 mm., and only one patient had a 
red systolic pressure above 100 mm. (hypertension in a case of blast injury 
ies with asphyxia). 

hey The term “wound shock” is used by the author to cover “all forms 
5a of circulatory failure occurring as a result of wounding, and within a 
Ing few hours of wounding, except failure due to bacterial infection, fat 
a. embolism and injury to the central nervous system, the thoracic and 
does abdominal viscera.”” In the series of cases reported there were 16 cases 
nig of severe or very severe wound shock and 8 of less severe wound shock. 
po From the data available 2 of these cases of shock were considered to be 
7 


cases of vasovagal collapse with low blood pressure and a slow pulse, 


ob- 
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associated with severe hemorrhage; there was a possible third case of 
this type without severe bleeding. There were 3 patients with active 
skin circulation, pulse “of fair volume” and disproportionate hypo- 
tension. All the other patients with wound shock showed the usual 
picture of oligemic shock, low blood pressure, weak, rapid pulse, skin 
vasoconstriction, restlessness with ‘‘a touch” of anxiety, thirst, oliguria 
and, in the most severe cases, sweating, nausea and vomiting. In many 
cases it was difficult to determine how much blood had been lost either 
to the exterior or into tissue spaces, but in most of the cases of wound 
shock, the findings indicated that hemorrhage had been “‘at least con- 
siderable.’ 

Transfusions of serum or plasma, usually small, had been given at 
advanced dressing stations and often seemed to tide a wounded ‘man 
over a critical period, although relapse during subsequent travel was 
common. At the FA and CCS units the problem of resuscitation was 
much the same as at base hospitals; the patient had to be prepared for 
operation and maintained during the postoperative period. In the 
cases reported, whole blood was used almost exclusively for transfusion, 
except in burn and crush injuries which were relatively few. The 
blood pressure was found to be the most useful guide in assessing the 
recovery from shock, but other signs and symptoms must also be con- 
sidered. As a rule for patients with a low or very low blood pressure, 
3 to 4 pints of blood would be used before operation, and additional 
amounts were often needed during and after operation. In most cases 
favorable results were obtained, but in others some complicating factor 
interfered with adequate resuscitation. Relapse after successful resus- 
citation was not infrequent, and a patient who had had severe shock 
“remained in a precarious state’ for some time. 


THE CIRCULATION IN TRAUMATIC SHOCK 
D. W. RicHarps, JR. 


College of Physicians and Surgeons, Columbia Univ., New York, N. Y. 
Bull. New York Acad. Med., 20:363-93, July 1944; and Harvey Lectures, 1943-44, 217-53 


A study of the circulation was made in 92 patients admitted to 
Bellevue Hospital with various types of injuries and a few medical 
cases in shock; 61 patients in this series showed typical symptoms of 
secondary shock. ‘The measurements made included: arterial pres- 
sure, measured by the direct method with the needle in the femoral 
artery; periphet ral (arm) venous pressure; pressure in the right auricle 
measured by a special technic, perfected by Cournand and his asso- 
ciates, with the introduction of a catheter into the right auricle; plasma 
volume measured by the dye dilution technic; red cell volume 
(hematocrit); plasma protein; cardiac output, measured by the direct 
Fick method; pulmonary ventilation and respiratory gas exchange; 
and renal clearances. 
The types of injuries studied included skeletal trauma; chest in- 
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juries; cases of hemorrhage, gastrointestinal and external; abdominal 
injury; burns; exposure and refrigeration; and head injury; there were 
also 7 medical cases with shock included. In skeletal trauma without 
symptoms of shock, all the measurements made were approximately 
normal. In cases of skeletal trauma with shock, however, the total 
blood volume was reduced by 35 to 40 per cent; the pressure in the 
right auricle, which is a relative measure of the return flow of blood to 
the right heart, was reduced by about 25 mm. of water; the cardiac 
output was diminished by more than one-third; and the arterial pres- 
sure was much reduced. In cases of hemorrhage with shock, the find- 
ings were closely similar; arterial pressure tended to be less reduced 
and the calculated peripheral resistance higher than in the cases of 
skeletal trauma. In both groups, the hematocrit was below normal, 
and there was hemodilution rather than hemoconcentration. ‘The 
findings indicated that in both skeletal trauma and hemorrhage, exten- 
sive loss of whole blood at the site of injury with some subsequent com- 
pensatory inflow of fluid into the blood stream from uninjured tissues 
was the mechanism producing the circulatory failure. ‘This is in ac 
cordance with the findings in battle casualties, that the loss from the 
circulating blood volume is “primarily a loss of whole blood rather 
than plasma.” 

In cases of abdominal injury with shock a decrease in auricular 
pressure and in cardiac output was also characteristic; but hemocon- 
centration was a constant finding. The latter is to be attributed to 
the fact that in all these cases there was acute serous or sero-purulent 
exudate in the peritoneal cavity, thus draining large amounts of “serous 


_fluid” from the blood stream. The arterial blood pressure and periph- 


eral vascular resistance were relatively well maintained in this group 
of cases. ‘The total blood volume also showed a relatively small de- 
crease, less than would be expected from the degree of circulatory fail- 
ure indicated by other measurements; this may be due in part at least to 
the difhculty in measuring red cell volume accurately in a state of 
hemoconcentration. 

In burns, the findings were similar to those in abdominal injury 
except that there was a greater decrease in blood volume. Hemocon- 
centration was characteristic, “obviously” due to loss of plasma from 
the burned area; there was marked decrease in cardiac output with 
blood pressure and peripheral resistance relatively well maintained. 

In the 8 cases of severe head injury, all of which were fatal, the 
clinical picture was not that of shock, but “‘almost the direct opposite’ — 
hypertension, hyperthermia, increased pulmonary ventilation, normal 
blood volume and normal or increased cardiac output. 

As has been noted, arterial blood pressure in some types of shock 
is relatively well maintained. In the skin and superficial tissues of 
the extremities, there is definite clinical evidence of vasoconstriction 
in shock. The renal clearance studies show that in shock the blood 
flow through the kidneys is reduced to a much greater degree than the 
total blood flow, indicating a vasoconstriction of the renal arterioles. 
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These findings indicate that there is a selective vasoconstrictior mech- 
anism in shock, ‘‘shutting off almost completely large organ systems or 
regions of the body not immediately necessary for survival.’ But 
clinical observation shows that the patient in shock is in ‘‘an unstable 
state,” and that this compensatory mechanism may fail gradually or 
suddenly, if any additional trauma or physical disturbance occurs. It 
was found that in patients in shock with moderate loss of blood vol- 
ume, elevation of the feet caused a definite increase in arterial blood 
pressure and clinical improvement, “‘as if the amount of blood shifted 
from the lower extremities to the central parts of the body improved 
the vasomotor status.’” In patients with marked blood volume loss, 
the improvement is less pronounced. 

In cases of skeletal trauma and hemorrhage in which there is 
anemia as well as a drop in cardiac output, the oxygen of the venous 
blood was found to be very low, but the arterial oxygen saturation 
normal. ‘There was a low arterial pH, with uncompensated acidosis 
and decreased CO:x. In burns, representing forms of shock with hemo- 
concentration, the amount of oxygen in the venous blood was higher 
and the degree of acidosis lower. Acidosis in both groups was not an 
early manifestation of shock, but developed only with continuing cir- 
culatory failure. 

These findings indicate that in secondary shock following injury 
“the basic dynamic feature’’ is failure of return of blood to the heart 
with diminished blood flow and tissue anoxia, as has previously been 
indicated by animal experiments. Restoration of blood volume brings 
the patient out of acute circulatory failure, but “is not a complete 
treatment in itself.’’ “Che administration of plasma is effective for the 


immediate restoration of blood volume but in cases where there is a 


large amount of whole blood lost through hemorrhage, the adminis- 
tration of whole blood is also necessary to correct the anemia and 
increase the total oxygen transported to the tissues. While the body 
as a whole should be protected from cold in shock, heat should not be 
applied to the extremities, as suggested by the work of Blalock, and 
as indicated by the findings reported by the author that the central 
circulation is better maintained if the volume of blood in the extremi- 
ties is “minimal.” 


THE USE OF VENOUS TOURNIQUETS AS AN AID TO THE 
DIAGNOSIS OF INCIPIENT TRAUMATIC SHOCK 
W. P. Lonemire, Jr., G. W. DuNCAN and ALFRED BLALOCK 


Baltimore, Md. 
Surg., Gynec. & Obst., 79:434-37, Oct. 1944 


The authors present a method useful in the diagnosis of early shock 
before a marked decline in the arterial pressure has occurred. The 
principle underlying the method is that of reducing temporarily the 
effective volume of circulating blood by trapping part of the blood in 
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the lower extremities by the application of venous tourniquets, as 
follows: As soon as the general condition’ of the patient has been 
noted, blood pressure cuffs were applied to the upper thighs and the 
cuffs were inflated to a point slightly above the diastolic pressure 
level. An associated fall in arterial pressure, when resulting, may give 
a false indication of the presence of shock, but it is correct in indicating 
incipient traumatic shock when the latter exists. 2 references. 5 tables. 
REFERENCES TO CURRENT ARTICLES 

Studies of Shock Induced by Hemorrhage. M. E. Greig, Vanderbilt Univ. School 

of Medicine, Nashville, Tenn. J. Pharmacol. & Exper. Therap., 81:240-7, 


July 1944. (A study showing that tissues, which have been made anoxic, show 
a reduced ability to metabolize lactic and amino acids.) 


A Toxic Factor in Experimental Traumatic Shock. J. C. Aub, Boston, Mass. 
New England J. Med., 231:71-5, July 20, 1944. (Experiments showing the 
great importance of a loss of plasma fluid as a cause of traumatic shock with 
indications of the importance of infection as a toxic factor.) 

Treatment of Shock with Concentrated Human Serum Albumin. J. V. Warren, 
E. A. Stead, Jr., A. J. Merrill and E. S. Brannon, Atlanta, Ga. J. Clin. In- 
vestigation, 23:506-9, July 1944. (A concentrated solution of human serum 
albumin was given to 6 patients with circulatory failure associated with a 
decrease in blood volume with distinct clinical improvement noted without 
evidence of undesirable side effects.) 

The Effect of Position on Shock Produced by Hemorrhage. Alfred Large, St. 
Louis, Mo. Surgery, 16:399-402. (Shock produced in the dog by repeated small 
hemorrhages is beneficially influenced by the head down, Trendelenburg or 
shock position. If these findings have any clinical significance, the standard 
procedure of raising the foot of the bed in treatment of shock is presented.) 

The Successful Treatment of So-called “Irreversible” Shock by Whole Blood 
Supplemented with Sodium Bicarbonate and Glucose. R. Levine, B. Huddles- 
ton, H. Persky and S. Soskin. From the Department of Metabolic and En- 
docrine Research, Michael Reese Hospital, Chicago, Illinois. Am. J. Physiol., 
141:209-15, April 1, 1944. 

Composition of the Blood of Rabbits in Gravity Shock.- W. H. Cole, J. B. 
Allison, T. J. Murray et al. From the Bureau of Biological Research, Rutgers 
University, New Brunswick, N. J. Am. J. Physiol., 141:165-71, April 1, 1944. 

Hemorrhagic Shock. ‘Fhe Relative Effect of Saline, Washed Red Cells and 
Heparinized Plasma in Dogs. F. W. McKee, C: F. Laylock, T. G. Martens 
and R. J. Nicholl. From the Department of Pathology, The University of 
Rochester School of Medicine and Dentistry, Rochester, N. Y. Surg., Gynec. 
& Obst., 78:509-14, May 1944. 


53. Transfusions 


INVESTIGATION OF TRANSFUSION REACTIONS 
OLIVER E. ‘TURNER 
Pittsburgh, Pa 
Pennsylvania M.J., 47:1071-76, Aug. 1944 


The author lists the specific compatibility requirements of whole 
blood and plasma and describes the method for determination of the 
Rh factor as well as the significance of the latter. For the purpose of 
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investigating the transfusion reactions at the Mercy Hospital, the author 
employed a special form on which was recorded the diagnosis, type of 
transfusion reaction, and data to support the clinical reaction in the 
recipient. ‘The reaction types were established according to the fol- 
lowing criteria: 

Insignificant Reactions: Slight chilliness, no other symptoms. 

Minor Incompatibility: (1) poor cross-matching, as evidenced by 
a missed minor agglutination; (2) Rh incompatibility with severe 
shaking chills, slight fever and moderate shock; (3) subgroup incom- 
patibility reactions due to whole blood transfusions where regrouping 
and cross-matching were definite and clear, and yet minor incom. 
patibility reactions occurred, most common in types A and AB. 

Chemical: Pyrogen reactions, as evidenced by elevation of tem- 
perature and chilliness. 

Proteolytic: (1) allergic reactions, characterized chiefly by the 
appearance of hives or severe itching; (2) anaphylactic reactions char- 
acterized by shock, dyspnea and marked elevation of temperature. 

Gross Incompatibility: Characterized by sudden onset early in 
transfusion with shaking chills, severe back pain, tachycardia, cyanosis 
and dyspnea. Improper grouping and cross- -matching were carelessly 
performed. 

Circulatory Embarrassment: Characterized by production of weak 
and rapid pulse, cyanosis and dyspnea, and usually at the end of a 
transfusion. Possibly some transfusions were given too rapidly, or the 
amounts were too large. All of these reactions occurred in elderly 
patients. 

Unclassified: Reactions not characteristic of any definite type. 

The standard classification of transfusion reactions according to 
Kilduffe and DeBakey is cited, but was found very difhcult for clinical 
application by the present writer. Reactions were well distributed 
through the various blood groups and the figures obtained were similar 
to the usual percentage of donor groups. In studying the relation of 
the recipient’s diagnosis to blood transfusion reactions it was found 
that in the present series 37 per cent of recipients had malignant 
disease, 20 per cent thrombocytopenic purpura, bleeding peptic ulcer 
or pneumonia, and 43 per cent of the recipients had miscellaneous 
diagnoses. It seems that a certain percentage of patients with malig- 
nant disease were prone to develop a blood transfusion reaction. The 
author concludes that, despite all standard precautions for establishing 
compatibility, blood transfusion reactions are prone to occur. Most 
physicians believe that every transfusion reaction is one of gross incom- 
patibility. Specific methods of compatibility testing must be generally 
and carefully employed. ‘The Rh factor and technic of eliciting sub- 
group incompatibility needs development for more practical applica- 
tion. ‘Reactions due to whole blood transfusions were 6 times as 
frequent as reactions from plasma transfusions. If blood transfusions 
are to continue in scientific popularity and to compete with the safety 
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of pooled plasma in transfusions, improved methods of determining 
blood compatibility must be forthcoming. 7 references. 2 figures. 


Tables. 


CLINICAL FORM 


INVESTIGATION OF ‘TRANSFUSION REACTIONS 
Mercy Hospirar 


Date and time of reaction : Recipient’s number 
Date of investigation Donor’s number (s) 
(W-C) 
Recipient: Initials: Age: _.. Coebers 
Physician: Hospital address: 
Diagnosis: 


Amount of whole blood transfusion; time started: 
Amount of whole plasma transfusion; time started: 
Did recipient have a recent acute infection of any type: 
Did recipient have a recent surgical procedure: 
If yes, type and date of operation: 
Did patient have any other intravenous therapy in past twenty-four hours: 
Did patient receive whole blood or plasma transfusion in past twenty-four hours: 
If obstetric patient, was baby born dead: 
Was diagnosis of erythroblastosis made on baby: 
Did patient have a fever or chill prior to transfusion: 
Temperature: aes 
Did patient have any protein or fatty food before transfusion: 
Does patient give a history of allergy, or hives, or hay fever: 
If yes, what type of allergy: 


Reaction: Fever 1 hour after; * 2 hours after; t hours after 
Pulse rate during reaction; 4, hour after; 1 hour after 
Chilly sensation? during reaction; after reaction 
Shaking chills: during reaction; minutes sustained 
Shaking chills began minutes after transfusion started. 

Pallor? Cyanosis? Dyspnea? . Hives? 
Type of Reaction (check) 3. Proteolytic 
1. Not a transfusion reaction a. Allergic 
2. Hemolytic b. Anaphylactic 
a. Incompatibility 1. Chemical 
b. Minor hemagglutinins a. Unclean apparatus ________........ 
c. Universal donor b. Pyrogen 


Cross-matching: (If whole blood transfusion) 
(O, A, AB, B) 
Type of recipient: 
(O, A, AB, B) 
Type of donor: 
Date performed: 
By whom performed: 


Pooling of Plasma: (If plasma transfusion) 


Date of pooling ‘ 
Iypes represented in pooling flask: 


# O | % 
HA % 
#+ B % < 4 
oy (eae SI MRS et Ye . pnts EEO 
Temperature of Transfusion: 
Plasma : Rap ee Sb a (cold, room temperature) 
Whole blood . Beg eehh o je _.... (cold, room temperature) 


Number and Dates of Previous Transfusions: (Give amount) 


Plasma Whole Blood 
1. 5 ie eae : 1. < edaiibhds tained RESPIR SS oo ar 
a sa Sd nh yo 9 Dis a Se 
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Remarks: 


Iransfusion administered by: 
Investigated by: 
REFERENCES TO CURRENT ARTICLES 

The Clinical Significance of the Rh Factor: Importance in Transfusion Re- 
actions. J. M. Hill and S. Haberman, Dallas, Tex. Texas M. J., 40:177-82, 
July 1944. (Transfusions cannot be given without consideration of the Rh 
factor if occasional serious or fatal reactions are to be avoided.) 

The Characterization of the Protein Fractions of Human Plasma. E. J. Cohn, 
J. L. Oncley, L. E. Strong, W. L. Hughes, Jr., and S. H. Armstrong, Jr., 
Boston, Mass. J. Clin. Investigation, 23:417-32, July 1944. (Plasma has been 
subjected to a large-scale fractionation process yielding different proteins of 
its composition with fibrinogen, thrombin, fibrin film and fibrin foam, im- 
mune globulins and albumin made available as powders for clinical appraisal.) 

Electrophoretic and Ultracentrifugal Studies of Solutions of Human Serum and 
Immune Serum Globulins. J. W. Williams, M. L. Petermann, G. C. Colovos, 
M. B. Goodloe, J. L. Oncley and S. H. Armstrong, Jr., Boston, Mass. J. Clin. 
Investigation, 23:433-6, July 1944. (Results of analysis on serum albumin 
solutions indicate that fibrinogen, B-, and y-globulin, and other components 
of molecular weight, are not present within the accuracy of these methods of 
analysis.) 

Amino Acid Compositions of Plasma Protein. E. Brand, B. Kassell and L. J. 
Saidel, New York, N. Y. J. Clin. Investigation, 23:437-44, July 1944. (Highly 
significant differences in the amino acid distribution have been noted by these 
investigators, notably the very low content of tryptophane in the albumins 
and the absence of methionine in horse serum albumin.) 


54. Wounds 


THE SURGICAL MANAGEMENT OF THE WOUNDED IN 
THE MEDITERRANEAN THEATRE AT THE TIME 
OF THE FALL OF ROME 
Epwarp C. Cuurcuitt (Col., M.C., A.U.S.) 
Ann. Surg., 120:268-83, Sept. 1944 


Wound management may be divided into three phases, the initial, 
the reparative, and the reconstructive: the first two are the concern of 
an overseas theatre, the latter being the mission of the Zone of the 
Interior. The initial surgery of the forward area is primarily directed 
towards the preservation of life and limb with wound infection pre- 
vented or controlled by surgery and chemotherapy. Plasma is used 
to prepare the wounded for transportation until they reach hospital. 
After admission to hospital, a limited amount of plasma is used to 
augment the effects of whole blood transfusion. Although type “O" 
blood is commonly referred, to as “universal donor” blood, its use in 
large amounts in patients of other types is hazardous unless the ag- 
glutinin titer is low. Every bottle of blood is titered, and only those 
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with an agglutinin titer less than | to 64 are issued as “‘universal donor” 
blood. All banked blood carries an expiration date of seven days. 

Chemotherapy is initiated in the field by local and oral administra- 
tion of sulfonamides. Preoperative penicillin therapy is started on all 
but the lightly wounded casualties on admission to hospital in the 
forward area. At operation, topical application of penicillin i is carried 
out only in wounds penetrating the meninges, serous cavities and joints. 

Wounds left unsutured at the initial operation are routinely closed 
by suture usually at the first dressing. Using penicillin as a safeguard 
against infection, the management of wounds complicated by fracture 
or joint involvement has been revolutionized. Reparative surgery 
is not to be confused with the reconstructive surgery of the Zone of 
the Interior, since it is designed to prevent or cut short wound infection 
either before it is established or at the period of its inception. If the 
initial wound operation has been a complete one, wounds of the soft 
parts may be closed by suture on or after the fourth day. ‘The dressing 
applied in the evacuation hospital is removed at a base hospital and, 
following closure, the part is immobilized by a light plaster encasement 
or by bed rest. 

During the Italian campaign alone, at least 25,000 soft-part wounds 
were closed on the basis of gross appearance alone with healing in 
approximately 95 per cent and no loss of life or limb nor serious com-, 
plications. ‘The topical use of sulfonamides contributes nothing to 
the favorable results of reparative wound surgery. Penicillin therapy 
is unnecessary as an adjunct to the usual reparative surgery of soft- 
part wounds, though used parenterally for cases of established infection 
and in the reparative surgery of complicated wounds. 

The time-lag between wounding and initial surgery has been greatly 
reduced by the organization of medical services in the forward area. 
The time-lag between initial surgery and reparative surgery has now 
assumed an equal degree of importance. Failure to take cognizance 
of the potentialities of early reparative surgery at the base in the future 
plans and operations will be as unthinkable as a failure to plan for the 
removal of the wounded from the battlefield. 

Air evacuation between army and base, early establishment of gen- 
eral hospitals in close support of an advancing army, sorting of casual- 
ties on arrival at base are matters of administrative import. It is a 
satisfaction to note the contrast between present day wound manag: 
ment and that of a year ago. Resuscitation measures that relied on 
plasma alone to compensate for loss of whole blood prolonged life but 
tied the surgeon’s hands in the performance of life-saving surgery; 
these and other earlier concepts presage what will emerge as ideal 
surgery before peace is signed. 10 figures. 

{Called by Brigadier General Rankin “one of the finest dissertations on man- 
agement of wounds,” this article deserves study by all surgeons. It contains 


many revolutionary ideas, among which the frequent use of secondary closure 
of wounds on the fourth day or later deserves special comment. The determina- 
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tion of suitability of individual wounds for secondary closure by gross appear- 

ance rather than by the result of a bacterial count, while not a new idea, is 

borne out by results of civilian surgery. The use of bacterial counts, popular- 

ized by De Page, Chief Surgeon of the Belgian Armies during the past war, has 

long since been abandoned. A final important point emphasized by Churchill 

is that whole blood is still better than plasma for most types of shock, despite 

the recent, and probably overenthusiastic, vogue for plasma.—Eb. | 
REFERENCES TO CURRENT ARTICLES 

Refrigeration for the Preservation of Traumatized Tissues. L. W. Crossman, 
New York, N. Y. Canad. Hosp., 21:30-2, Aug. 1944. (Refrigeration can pre- 
serve traumatized tissues among hospitalized patients.) 

Two Cases of Gunshot Wound Resulting from Unusually Large Missiles: Re- 
covery. R. Charles, Ipswich, England. Brit. M. J., 2: July 15, 1944. 
(Two cases involving the removal from the chest and pando of the largest 
foreign bodies this surgeon has ever encountered.) 


The Secondary Treatment of Wounds. <A. B. Vishnevski (All-Union Institute 
of Experimental Medicine, Moscow, U.S.S.R.). Am. Rev. Soviet Med., 
1:355-57, April 1944. (Describes a method of secondary treatment of wounds 
in which infection persists, using a thin coal-tar and castor oil protective oint- 
ment after ‘“curettement” of the wound; this combats infection and diminishes 
irritability of nerve endings.) 

The Closure of Granulating gr by Means of Button Sutures. D. A. Entin 
(Lieut. Col., Red Army M.C. Am. Rev. Soviet Med., 1:351-54, April 1944. 
(Describes button sutures p< ae for closure of gr: cabelas wounds, espe- 
cially facial wounds. ‘This modification of secondary suture was found to 
accelerate healing.) 


55. Military Surgery 
STUDIES IN THE PATHOLOGY OF HUMAN 
FOOT IMMERSION 


W. BLAcCKWoop 


University of Edinburgh, Scotland 
Brit. J. Surg., 31:329-50, April 1944 


Specimens from cases of so-called “immersion foot” have come 
under the author's attention during wartime practice varying from a 
digital nerve lesion to a disorder of the entire foot and leg with histo- 
logical findings in this series of cases telling part of a story of bodily 
reactions to severe chilling of the extremities. This very comprehen- 
sive study of 14 cases, with numerous illustrations, constitutes the 
pioneer account of the histology of human immersion foot appearing in 
medical literature. Reactions of the bodily tissues are considered 
individually, with emphasis upon uncomplicated cases. ‘These show 
changes in the arteries, veins, capillaries, nerves, bone and muscle of 
varying intensity. 5 references. 69 figures. 

REFERENCES TO CURRENT ARTICLES 
Thoughts on Four Years of War Surgery: 1939-1943. Maj.-Gen. P. H. Mitchiner, 
London, England. Brit. M. J., 2:37-40, July 8, 1944. (An evaluation of 
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the value of surgery during the past four years as compared with that prac- 
tised in the First World War.) 

Working Rules in the Field. Emile Holman (Comdr., M.C., U.S.N.R.).  U. S. 
Nav. M. Bull., 45:253-62, Aug. 1944. (Suggestions on the care of wounded 
from initial handling and transportation to operative care.) 

Military Surgery in Geographical Perspective. Ian Aird (Lieut. Col., R.A.M.C.). 
Edinburgh M. J., 51:166-83, April 1944. (The author shows how general 
surgical ‘principles are modified to suit a particular locality in the present 
war.) 


56. Experimental Surgery 


PERITONEAL ABSORPTION 
P. F. Hann, L. L. Mivrer, F. S. Rosscuerr-Ropsins, W. F. BALE and 
G. H. WHIPPLE 


Rochester, N. Y. 
J. Exper. Med., 80:77-82, Aug. 1, 1944 


Radioactive iron can be incorporated in the hemoglobin of red 
cells by feeding an anemic dog with proper amounts of radio-iron. 
These red cells containing radio-iron in hemoglobin can be given intra- 
peritoneally with a rapid uptake of these red cells into the circulation 
which pass through the buen 2 spaces, lymphatic vessels and lymph 
glands without injury or phagocytosis in normal dogs. Absorption 
in normal dogs runs from 20 to 100 per cent of the amount given 
within twenty-four hours. 

Dogs rendered anemic by bleeding absorb red cells a little less 
rapidly, ranging from 5 to 80 per cent of the injected red cells. 
Doubly depleted dogs absor b even less in the experiments carried out 
by the authors. ‘This peritoneal absorption varies widely in different 
dogs and even in the same dog at various times from causes presently 
undetermined. 

The intact red cells pass readily from the peritoneal cavity into 
lymph spaces in the diaphragm and other areas of the peritoneum. 
These cells move along the lymphatics and through the lymph glands 
and eventually enter the large veins through the thoracic ducts. 8 
references. 2 tables. 


PERMEABILITY OF LYMPH VESSELS AND LYMPH PRESSURE 
FERDINAND C. LEE 


Johns Hopkins Univ., Baltimore, Md. 
Arch. Surg., 48:355-65, May 1944 


In experiments on cats, when the thoracic duct was ligated in the 


chest, extravasation of chyle was first observed at the inferior border 
of the cysterna chili, sometimes within forty-five minutes after the 
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operation. ‘The deposition of retroperitoneal chyle reached its maxi- 
mum in twenty-four to forty-eight hours; much of the extravasated 
chyle was absorbed at the end of seventy-two hours. 

The lymphocytes were concentrated in the lymphatic vessels distal 
to the ligation of the thoracic duct, but were not found beyond the 
intestinal lymph gland. Also large numbers of lymphocy tes were found 
outside the lymph vessels, frequently deposited in masses resembling 
lymph glands. While lymphocytes were concentrated on each side of 
thin-walled lymph vessels, the actual passage of lymphocytes through 
the vessel wall was not observed in any of the specimens studied. No 
parallelism was found between the concentration of extravascular 
lymphocytes and extravasated chyle; lymphocytes were found in dense 
masses with no chyle present, and in other areas there were large 
amounts of chyle with few lymphocytes. 

Commercial India ink, injected into the mesenteric lymphatics 
passed through the walls of these vessels without causing any rupture. 
When the ink was dialyzed against saline solution, it did not pass 
through the walls of the lymphatics so readily. But when the thoracic 
duct was ligated, before injection of the dialyzed ink, the ink passed 
through the walls of the lymph vessels in the same way as chyle and 
lymphocytes in the previous experiments, without rupture of the walls. 
Further experiments showed that the size of the ink particles was of 
importance in regard to their passage through the vessel walls. Large 
particles of centrifuged, dialyzed ink were held back, but small particles 
passed through the walls of the lymphatics. Also trypan blue, which 
contains still smaller particles than the ink easily passed through the 
vessel walls. 

A study of intralymphatic pressure showed that the pressure within 
the mesenteric lymph vessels was about 5.2 cm. of water, and in the 
intestinal lymph trunks about 1.0 cm. of water. Ligation of the 
thoracic duct in the cat caused no definite increase in the pressure in 
the mesenteric lymph vessels, but definitely increased the pressure in 
the intestinal lymph trunks, in one instance to as much as 63.5 cm. 
The intestinal gland, therefore, acts as a “‘buffer” or “barrier” between 
the high pressure ‘built-up” in the intestinal viceialis by ligation of 
the thoracic duct and the low pressures in the mesenteric lymph glands. 
The increased pressure was probably the chief factor in the extravasa- 
tion of lymphocytes. ‘The author suggests that since small particles 
may pass through the wall of a lymph vessel, especially when the intra- 
lymphatic pressure is high, the condition of lymphangitis may be due 
to an inflammatory reaction around bacteria within the wall of a lymph 
vessel or immediately outside of it. Since certain portions of the 
lymphatics, such as the segment immediately distal to the intestinal 
lymph gland appear to be more permeable than other sections, it is 
possible that this may be a factor in the formation of lymph cysts. 
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REFERENCES TO CURRENT ARTICLES 

Whole Upper Extremity Transplant for Human Beings: General Plans of 
Procedure and Operative Technic. Richard H. Hall (Lieut., M.C., U.S.N.R.). 
Ann. Surg., 120:12-23, July 1944. 

Ligation of the Thoracic Duct and the Posthemorrhage Plasma Protein Level. 
CoTui, I. S. Barcham and B. G. P. Shafiroff, New York Univ. College of 
Medicine, New York, N.Y. Surg., Gynec. & Obst., 79:37-40, July 1944. (In 
experiments on dogs, it was found that in animals with ligation of the thor- 


acic duct, the rise of the plasma protein to normal levels after hemorrhage 
was much delayed.) 


Intravenous Administration of Fat for Nutritional Purposes; Experimental 
Study. Lucia J]. Dunham and Alexander Brunschwig, Univ. of Chicago Med- 
ical School, Chicago, Ill. Arch. Surg., 48:388-405, May 1944. (In experi- 
ments on dogs, evidence indicated that intravenously administered fat was 
not well utilized; severe secondary anemia was produced; 9 of 24 animals died, 
the infusions of fat being “ probably responsible” for these deaths.) 


Inactivation of Antifibromatogenic Substances (Progesterone and Desoxycor- 
ticosterone Acetate) in the Liver. Christiane Dosne, Department Experimental 
Medicine, National Health Service, Republic Chile, Santiago, Chile. Cancer 
Res., 4:512-514, Aug. 1944. (“The liver is capable, as here reported, of inac- 
tivating antifibromatogenic substances such as progesterone and desoxycorti- 
costerone but this ability is a quantitatively limited one.” ‘Tablets of these 
substances were placed in the spleen, so as to drain directly into the portal 
circulation of the rabbit.) 


57. Miscellaneous 
RECENT ADVANCES IN SURGERY 


ALFRED BLALOCK 


Johns Hopkins Hospital, Baltimore, Md. 
New England J. Med., 231:261-67, Aug. 17, 1944 


The golden age of surgery followed the introduction of surgical 
anesthesia and methods for lessening the incidence of infections. The 
latter part of the last century is best known for advances made in 
surgery of the intestinal tract, the breast, hernia, thyroid and pelvic 
organs. [he second and third decades of the present century are 
notable for advances in neurosurgery, with thoracic surgery making 
great strides in the fourth decade. 

A large number of operations are now being performed because of 
earlier and more accurate diagnoses, attributable to roentgen ray studies 
with the employment of various contrast mediums. Surgery must 
prove itself continually in that the benefits to be derived from an 
operation must outweigh the loss of life, the loss of time and the ex- 
pense. Advances in the knowledge of the causes of disease have widened 
the surgical horizon. A better understanding of the functions of the 
sympathetic nervous system has multiplied the number of operations 
on this system. Similar statements might be made about various other 
parts of the body. 
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Advances in the pre- and post-operative care of patients play a large 
part in surgical progress. Difficult as it is to assess the advances in 
anesthesia year by year, the progress is fully evident with the improved 
methods of administration and the larger number of satisfactory agents 
from which to choose. The use of blood and blood substitutes has 
come to the fore in recent years mainly in the prevention and treat- 
ment of shock. Blood protein replacement and chemotherapy are, of 
course, recognized as two of the more significant developmer nts of this 
decade. The author stresses the progress registered in particular 
organs and structures with a conclusion to be presented in a subsequent 
paper. 33 references. 


PILONIDAL SINUS: CLINICAL EXPERIENCES WITH THE 
ROGERS OPERATION IN THIRTY-FIVE 
CONSECUTIVE CASES 
S. A. SWENSON, ]R., HENRY N. Harkins and Harvey P. GRrorsBeck 


Detroit, Mich., and Baltimore, Md. 
Am. J. Surg., 46:49-57, Oct. 1944 


The Rogers technic is based upon the precept that recurrences are 
due in most cases to faulty healing rather than incomplete removal. 
The method consists essentially in three principles: (1) cautery ex- 
cision with absolute hemostasis so as to operate at all times in a blood- 
less field; (2) conservative removal cutting through normal fat as close 
as possible to the lesion; and (3) open packing to allow the defect to 
fill in from below. 

Present interest in the subject of pilonidal sinus is due to the 
number of operations performed in the United States during the past 
year probably exceeding that of the ten previous peacetime years. The 
authors’ paper reports the results of 35 consecutive operations for 
pilonidal sinus performed by Dr. Henry N. Harkins between 1940 and 
1942 while then associate surgeon at the Henry Ford Hospital, 
Detroit, Mich. 

This operation involves the application of a conservative cautery 
removal of the sinus, preferably as an ambulatory procedure. The ad- 

vantages of the procedure are: (1) low cost of ambulatory care; (2) 
small amount of tissue removed obviating general anesthesia and 
producing a small wound and scar; and (3) a high percentage of 
primary cures with low recurrence rate. The disadvantages are the 
long healing time, averaging 14.4 weeks in this series, coupled with 
the need for careful postoperative care. 

When, in rare instances, there is a recurrence in cases operated 
upon by this method, the lesion is not large and little, if any, larger 
than the original lesion. 35 references. 10 tables. | figure. 
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PRIMARY CLOSURE OF PILONIDAL CYSTS AND SINUSES 


M. CorNACCHIONE (Major, M.C., A.U.S.) 


Baer Field, Fort Wayne, Ind. 
J. Indiana M.A., 37:402-3, Aug. 1944 


This series of 25 cases of pilonidal cysts and sinuses was treated 
only by radical excision of the sinus openings, sinus tracts, cysts and 
with minimum loss of surrounding normal skin and tissue. At the 
time of operation the skin was carefully prepared and a local block 
infiltration anesthesia applied. Aqueous methylene blue solution was 
injected slowly to allow complete coloring of cysts and tracts. A vertical 
elliptical incision was made, and by means of sharp dissection was 
carried down to the sacrococcygeal fascia, thereby removing the entire 
sinus and tracts en masse. In some instances a transverse elliptical 
incision was made when the sinus opening was markedly laterally 
placed. A cure cannot be accomplished if any portion of the tracts or 
cysts is left in situ. Careful search was made for any tracts which 
extended up, down or laterally, and if found, sharp dissection of the 
tissue was carried out. Hemostasis was always carefully completed. 
This series of cases. had complete primary closure in spite of the fact 
that the excised tissue showed evidence of chronic infection, proximity 
of the anus, and the probability of dead space and resulting tension. 
Some of the dead space can be eliminated by lateral, deep through-and- 
through closure suture and with very thick, pyramidal dressing and 
wide adhesive tape firmly applied, giving mild compression. ‘The skin 
was accurately approximated with minimum tension and with the use 
of nylon suture or other fine nonabsorbable suture material. In addi- 
tion, before surgery was started, all cases had a rectal and perineal 
preparation which consisted of cleansing the anal area with soap and 
water, followed by mercury bichloride solution. ‘Then a protective 
dressing and pac king were placed about the anus before the operative 
procedure was started. An enema was given on the morning of the 
operation. There was no concern as to bowel movement until the 
third or fourth postoperative day, by which time the wound was 
sealed. Only two cases had any postoperative drainage, and this was 
due to mild superficial infection lasting only a few days. Healing 
occurred rapidly and with minimal scarring. Keeping the wound dry 
and clean is of great importance. The dressings were not disturbed 
for seven to eight days unless evidence of infection appeared or soiling 
necessitated change of dressing. The results justified primary closure 
because of the short period of hospitalization. 1 table. 

REFERENCES TO CURRENT ARTICLES 
Operations on Infants as Out-patients. G. G. Turner, London, England. Brit. 


M. J., 2:92, July 15, 1944. (The author states that it is perfectly safe to 
undertake most operations for children under 5 years of age as out-patients.) 


Address of the President on the State of the American Surgical Association. 
Frederick A. Coller, Ann Arbor, Mich. Ann, Surg., 120:257-67, Sept. 1944. 
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(Address of the President of the A.S.A. on its 65th anniversary delivered at 
Chicago, Ill., May 3, 1944.) 

Pilonidal Sinuses and Cysts. Paul Peterson and R. H. Ames (M.C., U.S.N_). 
Am. J. Surg., 45:384-90, Sept. 1944. (Discussion of the incidence, origin, and 
recommended treatment of pilonidal sinus.) 


Extensive Pilonidal Cyst. R.W. Postlethwait (Capt., M.C., A.U.S.) Am. J. Surg, 


45:416-8, Sept. 1944. (Presentation of a case report of pilonidal cyst and fis- 
tulo-in-ano.) 


English Military Surgery During the Age of Elizabeth. H. J. Webb. Bull. Hist. 
Med., 15:261-75, Mar. 1944. 
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SUBJECT INDEX 


ABDOMEN — See also Rectus Abdominis 
Muscle. 
—paraumbilical abdominal wall cyst, 97* 
—roentgenologic aspect of acute abdominal 
affections, 96* 
injuries: 
—perforating abdominal injuries with 
special reference to reduction in mor- 
tality by the use of transfusions and 
sulfonamides, 95 
—perforating wounds of the abdomen, 96* 
—surgical treatment with recovery in a case 
of perineo-abdominal shotgun wounds 
from close range with multiple injuries 
to the viscera, 97* 
—traumatic chylous ascites, 99* 
—traumatic injuries of the abdomen, 97* 
surgery: 
—post-operative pneumo-peritoneum, 100* 
—use and abuse of indwelling tube in ab 
dominal surgery, 96* 
tumors: 
—abdominal tumors of questionable origin, 
roentgenological aspects, 96* 
ACHILLES TENDON 
—adhesive strapping for relief of achillody 
nia, 159* 
—complete rupture of the tendon Achilles, 
159* 
ADRENAL GLANDS 
tumors: 
—adrenal cortical tumors, physiologic con 
siderations, 96* 
—hormonal tumors of the adrenals, 96* 


ALBU MIN 
—treatment of shock with concentrated hu 
man serum albumin, 175* 


AMELOBLASTOMA 
—ameloblastoma, report of a case, 61* 


AMERICAN SURGICAL ASSOCIATION 
—address of the president on the state of 
the American Surgical Association, 185* 


AMINO ACIDS 
—amino acid composition of plasma pro 
teins, 178* 


AMPULLA OF VATER 
cancer: 
—radical pancreato-duodenal resection for 
carcinoma of the ampulla of Vater, 130 


AMPUTATIONS 
—amputations, 160* 
—method of treating nerve ends in amputa 
tion stumps, 160* 
prostheses: 
—prostheses for children, 160* 


ANESTHESIA 
—Anesthesia Department report of the Har 
per Hospital, 4* 
—anesthesia in war surgery, 5* 
—annual report for 1943 of the Section on 
\nesthesiology (Mayo Clinic), 4* 
~—dental anesthesia and analgesia, 4* 


Indicates references, not abstracts 


—improving the efficiency of an anesthetc 
department, 5* 

—Ludwig’s angina and anesthetic complica- 
tions, 53* 

—modern concepts of anesthesia in peace 
and war, 4* 

—neurovegetative reaction to anesthesia, 4* 

-personal experiences with pentothal and 
cyclopropane anesthesia, 4* 

—principles of anesthesia in plastic surgery, 
64* 

—use of anesthesia in x-ray department, 4* 

—war anesthesia in the South Pacific, 3* 

inhalation: 

-Oxford ether vaporizer, 4* 

—prelude to ether anesthesia, 4* 

intravenous: 

—clinical experience with pentothal sodium 
anesthesia, 5* 

—pentothal sodium anesthesia, 4* 

-pentothal sodium anesthesia in shock and 
hemorrhage, 165* 

-pentothal sodium in general surgery, 4* 

—pentothal sodium intravenous anesthesia 
in peace and war (the first ten years of 
pentothal sodium intravenous anesthesia, 
June 1934 to June 1944), 1 

local: 

-technic of ethyl chloride narcosis, 4* 

spinal: 

—local nervous tissue changes following 
spinal anesthesia in experimental ani- 
mals, 3* 

serial spinal analgesia, 4* 

—spinal anesthesia in the treatment of 
Hirschsprung’s disease, with reports of 
twelve cases, 4*, 122* 

—spinal anesthesia with crystalline ponto- 
caine, 4* 

ANEURYSMS—See also Aorta, abdominal: 

—cardiac and vascular changes in aneurysm, 
147* 

infected dissecting aneurysm of the iliac 
artery following arteriovenous fistula of 
the femoral vessels, 148* 
surgically cured arteriovenous aneurysm at 
the site of bifurcation of the aorta and 
the iliac arteries, 147* 
\NGIOGRAPHY 
technique of angiography, 145* 
ANKLE JOINT 

—radiographic examination of the ankle 

joint including arthrography, 157* 
ANTICOAGULANTS 

—anticoagulation therapy of postoperative 
venous thrombosis and pulmonary em- 
bolism, 151* 

ANUS 

—diagnosis of anorectal disease in a station 
hospital, 123* 

fistulas: 

—surgical problems of anorectal fistula, 124* 

pruritus: 

pruritus ani, a practical approach, 124* 
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AORTA 
abdominal: 
aneurysm of the abdominal aorta associ 
ated with urinary symptoms, 136* 
case report of the Massachusetts General 
Hospital, case of dissecting aneurysm of 
the aorta as shown by autopsy, 147* 
ligation of the abdominal aorta, 148* 
\ORTOGRAPHY 
translumbar aortography, an apparatus for 
injecting the radiopaque media, 147* 
APHASIA 
Aphasia due to cerebral trauma, 29* 
APPENDICITIS 
appendicitis in situs inversus totalia, 113* 
appendicitis in the tropics, 112* 
chronic appendicitis, 112* 
some problems of appendix radiology, 113* 
thoughts on appendicitis, 112* 
chronic: 
surgical clinics, chronic appendicitis, 112* 
complications: 
acute gangrenous appendicitis complicated 
by pylephlebitis, 112* 
early postoperative mechanical intestinal 
obstruction following the removal of a 
ruptured gangrenous appendix, 122* 
salpingo-oophoritis and appendicitis in pa- 
tients with congenitally absent 
uterus and left adnexa, 113* 
sulfonamides in appendicitis, 112* 
diagnosis: 
diagnostic features of the first 
appendicitis, 112* 
early diagnosis of acute appendicitis in 
children, a new sign and symptom, I11 
postoperative therapy: 
ambulatory program following operation 
for unruptured appendicitis, 112* 
APPENDIX 
retrocecal appendix, 
port, 113* 


vagina, 


pain of 


with one case re 


ARM 
amputations: 
interscapulo-thoracic disarticulation of the 
arm, 160* 
ARTERIES 
oscillometric index as an aid in evaluating 
the arterial status of the lower extremi 
ties, 147* 
injuries: 
vascular injuries of warfare, 145 
thrombosis: 
localized arterial thrombosis of indetermi 
nate origin, 146 
AR TERIOGRAPHY 
complications following arteriography of 
peripheral vessels, 147* 
ARTERIOVENOUS FISTULA 
infected dissecting aneurysm of the _ iliac 
artery following arteriovenous fistula of 
the femoral vessels, 148* 
paralysis of the lunar nerve due to arterio- 
venous fistula, 148* 
ASCITES 
traumatic chylous ascites, 99* 
ASTHMA 
—experience in the care of asthmatic pa 
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tients undergoing operation, based on 
142 cases, 14* 

incidence and prevention of postoperative 
pulmonary complications among pa 
tients suffering from asthma, 9 

BASILAR IMPRESSION 

-basilar impression platybasia), a case 
secondary to advanced Paget's disease 
with severe neurological manifestations, 


Oo 7 * 


~/ 


BEZOAR—See also Phytobezoa 
-bezoar causing intestinal obstruction, 123* 


BILE DUCTS—See Biliary Tract; Common 
Bile Duct. 
BILIARY TRACI 


cholangiopathies and pancreatitis, 132* 
injuries: 
injuries to the main bile ducts, 126 
BLADDER 
case of true giant 
135* 
presacral neurectomy for 
cal pain and 
function, 39* 
cancer: 
infiltrating carcinoma of the bladder, a 
new method of uretero-intestinal anas 
tomosis employed in 29 cases, indications 
for total cystectomy, 134 
rupture: 
‘rupture of the bladder, 135* 
BLOOD 
coagulation: 
elfect of digitalis on the clotting mechan 
ism, 15* 
BLOOD PRESSURE 
high—See Hypertension. 


BLOOD SUBSTITU TES—See also 
Gelatin. 


bladder in the fetus, 


intractable vesi 


neurogenic vesical dys 


4/bumin; 


clinical use of concentrated human serum 
albumin in shock and comparison with 
whole blood and rapid saline infusions, 


166 
—hemorrhagic shock, the relative effect of 
saline, washed red cells and heparin 


ized plasma in dogs, 175* 
study of the interrelationship of the salt 
solutions, serum and defibrinated blood 
in the treatment of 
anesthetized dogs, 162 
BLOOD TRANSFUSION —See also Blood Sub- 
stitutes. 
effects of 


severely scalded, 


feeding possible blood substi- 
tutes on serum protein regeneration and 
weight recovery in the hypoproteinemic 
rat, 14* 

—perforating abdominal injuries with special 
reference to reduction in mortality by 


the use of transfusions and sulfona- 
mides, 95 

—successful treatment of so-called “irrever- 
sible” shock by whole blood supple 


mented by sodium bicarbonate and glu- 
cose, 175* 

reactions: 

clinical significance of the Rh factor, im- 
portance in transfusion reactions, 178* 

investigation of transfusion reactions, 175 
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i BONE—See also under names of individual 
bones 

diseases: . 
; diseases of growing and of adult bone, 157* 


therapeutic injections in painful skeletal 
disorders with special reference to the 
saline-procaine test, 152* 
tumors: 
classification adopted by the Committee 
| for the Study of Tumors of the Bone, 
Argentine Surgical Society, 157* 
osteoid-osteoma, a review of portion of the 
literature and presentation of cases, 157* 
BONE GRAFIS 
repair of cranial defects by cast chip-bone 
grafts, a preliminary report, 27* 
BRAIN—See also Cerebellum; Ventricles. 
abscess: 
traumatic abscess of the brain, 30* 
injuries—See also Head, injuries. 
-aphasia due to cerebral trauma, 29* 
concussion of the brain, 29* 
disturbances of cerebral physiology follow 
ing certain types of craniocerebral in 
juries, 29* 
electroencephalographic 
cerebral trauma, 29* 
fibrin films in neurosurgery with special 
reference to their use in the repair of 
dural defects and in the prevention of 
meningocerebral adhesions, 21* 
‘ad injuries in relation to psychoneu 


rotic symptoms and personality changes, 
9Q* 


changes due to 


I 


~ 


healing process in wounds of the brain, 28 
-interval syndrome, 29* 











posttraumatic epilepsy, 29* 

recovery of spatial orfentation in the post 
traumatic confusional state, 30* 

psychiatric symptoms due to head injury, 
29* 

structural basis for the common trau 
matic cerebral syndrome, 28 

-subdural neomembrane following head in 
jury, 29° ° 

surgery: 

—experimental study on the use of tan 
talum in the subdural space, 22* 
swivel connection for brain suction tip 

to relieve torsion strain of rubber 
tubing, 22* 
tumors: : 
—intracranial meningiomas, 27* 
BREAST—See also Mastitis. 

—local hormone therapy of atrophy of the 
mammary gland and _ underdevelop- 
ment, 93* 

—prosthetic restorations for the breast, 
technic using sponge rubber, 93* 
—relationship of hormones to diseases of 

the breast, 93* 

—tuberculosis of the mammary gland, 93* 

—use of a rubber stamp in recording data 
pertinent to breast lesions, 93* 

abscess: 

—case of abscess of the male breast, 92* 

—local treatment of abscess with 
penicillin, 93* 


breast 


SUBJECT 





INDEX 


cancer: 
carcinoma breasts, 93* 
effect of sex hormones on skeletal metas 
tases from breast cancer, 93* 
evaluation of breast cancer therapy as a 
guide to control programs, 93* 
operability versus curability of cancer of 
the breast, 92* 
osseous metastases from graded cancers of 
the breast, 92* 
surgery: 
critical analysis of mammectomy and free 
transplantation of the nipple in mam 
maplasty, 63* 
BRONCHI 
cancer—See Lungs, cancer. 
fistulas: 
closure of persistent bronchocutaneous 
fistula by pedicle muscle graft, 81* 
foreign bodies: 
-foreign bodies and 
tion, 86* 


BURNS 
-estimation of areas of burns, 166* 
Hartford circus fire patients in the hospi 
tals, 165* 
prevention of flash burns by a_ protective 
glove film, 165* 
treatment: 
—analysis of modern 
burns, 165* 
-closed plaster method in the prevention 
of shock after burns, 161 
comparison of various types of local treat- 
ments in a controlled series of experi- 
_ mental burns in human volunteers, 164 
healing of deep thermal burns, 163 
hemostatic globulin and plasma clot dress- 
ing in the local treatment of burns, 165* 
influence of ether, morphine and nembutal 


pulmonary supputra- 


treatment of severe 


on mortality in experimental burns, 
166* 
local treatment of theimal = cutaneous 


burns, 165* 
note on the use of fibrinogen and throm- 
bin in the surface treatment of burns, 
165* 
study of the interrelationship of the salt 
solutions, serum and defibrinated blood 
in the treatment of severely scalded 
anesthetized dogs, 162* 
-tannic acid and the treatment of burns, 
an obsequy, 164 
BURSITIS 
—treatment of acute subdeltoid bursitis with 
iron cacodylate, 151* 
CALCANEUM 
—investigations on ethnologic anatomy of 
lateral tubercle of the tuber calcaneum, 
157* 
‘ALCIUM 
—calcium changes in acute pancreatic ne- 
crosis, 129 
ANAVALIN 
—canavalin, a new enzymatic bactericidal 
agent, preliminary report, 17 


~ 


~~ 


CANCER—See also under names of organs and 
tissues 
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-ARDIOSP ASM 
‘AROTID 


SHEMOTHERAPY 


heterologous transplantation of human 
cancers, 19 
influence of environmental temperature 


upon the incidence and course of spon 
taneous tumors in C3H mice, 21* 


neck dissection for metastatic carcinoma, 
$1 

neurosurgery and radiation for the relief 
of pain in advanced cases, 22* 

treatment of metastatic carcinoma of the 
neck, 39 


See Esophagus, achalasia. 

ARTERY 

injury and ligature of the common carotid 
artery, 147* 


-AROTID GLOMUS 


-pathologic physiology of the carotid glo 
mus, 53 
‘AROTID SINUS 


—treatment of hypersensitive carotid sinus 
by glossopharyngeal nerve section, 37* 


ARTILAGE GRAFTS 


—cartilage grafting, 64* 


AUDA EQUINA 


—cauda equina compression syndrome with 
herniated nucleus pulposus, a report of 
eight cases, 33 


-ERVICAL LYMPH GLANDS 
—neck dissection for metastatic carcinoma, 
11 
treatment of metastatic cancer of the neck, 
39 
-ERVICITIS 
evaluation of the various methods of treat 
ment of chronic cervicitis, 143* 
‘-ERVIX UTERI—See also Cervicitis. 
extract anatomy and development of the 
ligaments attached to the cervix uteri, 
143* 
-ELLOPHANE 


occlusion of infected patent ductus a 
teriosus with cellophane, 90* 


-EREBELLUM 


extradural cerebellar hematoma, 27* 
-EREBROSPINAL FLUID 
modifications of the cerebrospinal fluid 


and blood in open injury of the central 


nervous system, study of oscillations of 
pressure of the cerebrospinal fluid and 
blood 22* 


See also Sulfonamides. 
surface active agents as germicides, 18* 


-HEST—See Thorax 
S(HILDREN—See also Infants. 
adenocarcinoma of the ileum in a girl of 
thirteen, 110* 
early diagnosis of acute appendicitis in 
children, a new sign and symptom, 111 
foreign bodies in the intestine in children, 
tu 
inguinal hernia in infants and children, 
99* 
prostheses for children, 160* 
staphylococcus empyema in infants and 
children, 83* 
HOLECYSTECTOMY 


—Clinical significance of regeneration of the 
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gallbladder following 
524 
‘-HOLELITHIASIS—See Gallstones. 
IRCULATION 
-circulation in 
LAVICLE 


-posterior dislocation of the sternal end of 
the clavicle, 157* 


cholecystectomy, 


traumatic shock, 172 


-LEFT PALATE 
cleft palate, 62* 
surgical correction of congenital cleft pal 
ate, 64* 
‘-LEIDOCRANIAL DYSOSTOSIS 


—congenital cleidocranial dysostosis, 27* 
-hereditary cleidocranial dysostosis, 27* 


—oral aspect of cleidocranial dysostosis, 157* 


OLITIS 
—perforation of the ileum following late 
ileostomy for ulcerative colitis, 111* 


—technic of total colectomy for ulcerative 
colitis, 113 
OLON-—See also Megacolon. 
foreign bodies: 
foreign body in pelvic colon, its passage 


assisted by barium meal, 122* 
surgery: 
—new simplified method of defunctionalizing 


the colon, 16* 

-technic of total colectomy for ulcerative 
colitis, 113 

OMMON BILE DUCI 

—surgery of the common bile duct, 128* 

—surgery of the gall bladder and common 
bile duct, 127* 

ONDYLOMATA 

—condylomata acuminata, 123* 

—-podophyllin treatment of condylomata 
acuminata, 124* 


spontaneous post-partum disappearance of 
massive condylomata acuminata of the 


vulva, 143* 
ORDOTOMY—See Spinal Cord, surgery. 
OTTON 
cotton suture material, 17* 


spool cotton as suture material, 16* 
RANIOTOMY—See Head, 
RUSH SYNDROME 

crush syndrome, report of two cases, 161* 
RYPTORCHIDISM 

cryptorchidism, 97 
YCLOPROPANE 

personal experiences with pentothal and 

cyclopropane anesthesia, 4* 
YSTADENOMA 
malignant pupillary cystadenoma of sweat 
glands with metastases to the regional 
lymph nodes, 20* 
JEN TISTRY 

dental anesthesia and analgesia, 
IIAPHRAGM~—See 

matic. 

case of subdiaphragmatic abscess, 94* 

case records of the Massachusetts General 

Hospital, 93* 
dangers of elevation 
94* 


surgery. 


4* 


also Hernia, diaphrag- 


of the diaphragm, 
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—sternal portion of the diaphragm in man, 
94° 
injuries: 
—traumatic defects of the diaphragm and 
their significance in war surgery, 94* 
DIE! 
—acute starvation following operation o1 
injury with special reference to calories 
and protein needs, 5 
DIGITALIS 
—effect of digitalis on the clotting mechan- 
ism, 15* 
DISLOCATIONS—See also under names of 
individual joints. 
—acute acromioclavicular dislocations, 156* 
—subtalar dislocations, 156* 
DUCTUS ARTERIOSUS 
patent: 
—occlusion of infected patent ductus ar 
teriosus with cellophane, 90* 
—patent ductus arteriosus, 90* 


DUODENUM 

diverticula: 

-primary duodenal diverticula, review of 
the recent literature, report of a case 
with severe hemorrhage, 110* 

tumors: 

—case of perforating leiomyosarcoma of the 
duodenum associated with parturition, 
106* 

ulcer—See also Gastroduodenal Ulcer. 

—duodenal ulcer from the surgical stand 
point, 106* 

subtotal gastrectomy for duodenal ulcer, 
106* 

DUPUYTREN’S CONTRACTURE 

—Dupuytren’s contracture, fibroma of the 
palmar fascia, 151* 

ELEC TROCARDIOGRAM 

—elfect of smoking cigarets and of intraven 
ous administration of nicotine on the 
electrocardiogram, 147* 

ELEC TROCOAGULATION 
new neurosurgical instrument, a combined 
suction and electrocoagulation tip, 21* 
ELEC TROENCEPHALOGRAPHY 
electroencephalographic changes due to 
cerebral trauma, 29* 
ELECTROLYTES 

—laboratory routine for fluid, electrolyte and 

protein control in surgical patients, 14* 
EMBOLISM 

air: 

—air embolism with special reference ‘to 
circulatory and cerebral relations, 15* 

arterial: 

—local arterial embolism, 147* 

fat: 

—treatment of traumatic cerebral fat em 
bolism, 15* 

pulmonary: 

—anticoagulation therapy of postoperative 
venous thrombosis and pulmonary em 
bolism, 151* 

—prevention of venous thrombosis and pul 
monary embolism, 14* 

—treatment of pulmonary embolism with 

heparin, 14* 
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EMPYEMA 

—case of empyema complicated by pneu- 
mothorax, 83* 

—changing picture of postpneumonic em- 
pyema thoracis complicating sulfona- 
mide treated pneumonia, 83* 

—staphylococcus empyema in infants and 
children, 83* 

surgical treatment: 

—closure of the open chest following the 
Schede operation for tuberculous em- 
pyema, 76 

—revised technic for the treatment of em- 
pyema, 82 

ENTERITIS 

—regional enteritis, 111* 

—regional enteritis, pathologic study of 
twenty-two casés, 110* 

EPILEPSY 
—post-traumatic epilepsy, 29* 
ESOPHAGOSCOPY 

—mediastinitis as a complication of esopha- 
goscopy and instrumentation of the 
esophagus, 92* 

ESOPHAGUS 

—muscular architectonics of the initial por- 
tion of the human esophagus, 92* 

achalasia: 

—achalasia of the cardia, 92* 

—achalasia of the esophagus, 92* 

atresia: 

—congenital atresia of the esophagus with 
tracheo-esophageal fistulae, transpleural 
operative approach, 90 

—surgical treatment of esophageal atresia 
and tracheoesophageal fistulas, 91 

cancer: 

cancer of the esophagus, 92* 

supervoltage roentgen therapy of esophageal 
carcinoma, 93* 

ETHER 
Oxford ether vaporizer, 4* 
—prelude to ether anesthesia, 4* 
ETHYL CHLORIDE 
-technic of ethyl chloride narcosis, 4* 
EXOPHTHALMOS 
exophthalmos of hyperthyroidism, a dif- 
ferentiation in the mechanism, path- 
ology, symptomatology, and treatment 
of two varieties, 69 
EYELIDS 

-vertical shortening defects of the eyelids, 
plastic and reconstructive surgical cor- 
rection, 64* 

FACE 

surgery: 

—artificial dressings in surgery of the face 
and jaws, 64* 

—facial deformity and change in personality 
following corrective surgery, 63* 


FATS 
—intravenous administration of fat for nu- 
tritional purposes, 183* 
FEMUR 
fractures: 
—advantages of the multiple pin method in 
femoral neck fractures, 152* 
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—sequelae of fracture of the neck of the 
femur and treatment, 152* 
—treatment of fractures of the neck of the 


femur in the very aged, 152* 
tumors: 


—osteoid osteoma of mid-shaft region of 
femur, 157* 
FIBRIN 


—clinical use of products made from human 
fibrinogen and thrombin, 16* 

development of fibrin foam as a hemo 
static agent and for use in conjunction 
with human thrombin, 15 

fibrin clots, fibrin films and 
plastics, 16* 

fibrin films in neurosurgery with special 
reference to their use in the repair of 
dural defects and in the prevention of 
meningocerebral adhesions, 21* 

-note on the absorption rates of fibrin films 


fibrinogen 


in tissue, 16* 
studies on fibrin foam as a_ hemostatic 
agent in neurosurgery with special 


reference to its comparison with muscle, 
= 
FIBRINOGEN 
fibrinogen coagulum as an aid in_ the 
operative removal of renal calculi, 135* 
note on the use of fibrinogen and throm 
bin in the surface treatment of burns, 
165* 
FLUIDS 
laboratory routine for fluid, electrolyte 
and protein control in surgical patients, 
14* 
FOOTBALL 
football injury, 
FOREIGN BODIES 
aid to foreign body localization, 16* 


foreign bodies in the intestine in children, 
1292 


161* 


foreign body between the rectum and the 
bladder, 121* 

foreign body in pelvic colon, its 
assisted by barium meal, 122* 

use of the foreign body locator 
in industrial practice, 16* 


passage 


(Berman) 


FRACTURES—See also Leg, fractures; and 

under names of individual bones. 

an aid in casting of fractures, 153* 

“ring” sequestra as a complication of fixed 
skeletal traction, 152* 

treatment of fractures, application of rest, 
153* 

march: 


—treatment of march fracture, 152* 
FROSTBITE 
modern data on frostbite, 165* 
uses of greases and ointments in the pre 
vention of frostbite, 165* 
complications 
—retrograde changes in the spinal cord in 
frostbite of the extremities, 165* 
GALLBLADDER 
diseases: 

-etiology, prophylaxis and treatment of 
cholecystitis and cholelithiasis, 127* 
—gallbladder and duct diseases, surgical indi- 

cations and results, 127* 
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surgery—See also Cholecystectomy. 

—surgery of the gallbladder and 
bile duct, 127* 

tumors: 

papilloma of the gallbladder, 128* 


GALLSTONES 
—problems of cholelithiasis, 127* 
GANGRENE 
—diabetic gangrene, a comparison of prein- 
sulin and insulin eras, 160* 
—Studies on the relationship of derma- 
tomycosis to ulceration and gangrene of 
the extremities, 148 
—symmetrical gangrene 


common 


(arteriosclerosis), 


147* 
GAS GANGRENE 
—gangrene (Gasbrand), 19* 
—gas gangrene treated with sulfathiazole 


and zinc peroxide, 18* 
GASTRECTOMY 
development of gastrectomy, new aseptic 


process, 107* 
-primary gastric resection for perforated 
gastroduodenal ulcers, 101 
-subtotal gastrectomy for duodenal ulcer, 
106* 
GASTRODUODENAL ULCER—See also Duo- 


denum, ulcer. 
-how to avoid 
107* 
-treatment of ulcer 
mal diet, 107* 
hemorrhage: 
—treatment of bleeding peptic ulcer, with 
report of 160 cases treated by a prompt 
feeding program, 102 
perforation: 
—differential diagnosis of perforated ulcer 
with some typical examples, 107* 
—perforated peptic ulcer, a follow-up study 
of 100 cases, 100 
primary gastric resection for 
gastroduodenal ulcers, 101 
subphrenic air crescent and 
of perforated ulcer, 107* 
GASTRODUODENAL ULCER 
surgery: 
—results of surgical treatment of ulcer, 107* 


GASTROINTESTINAL TRACI 
—anomalies of the digestive tract, 96* 
tumors: 
—relationship between lymphoblastic tumot 
and the digestive tract, 96* 
GASTROSTOMY 
-valvular gastrostomy, 
GELATIN 
—gelatin, its usefulness and toxicity, 167 
—use of gelatin solutions in the treatment 
of human shock, 169 
GLENOID FOSSA 
—on the glenoid fossa of: the temporal bone 
in the human skull, 27* 


GLOSSOPHARYNGEAL NERVE 


flare-ups of peptic ulcer, 


with dextrose and nor- 


perforated 


other signs 


104 


—diagnosis and treatment of glossopharyn- 
geal neuralgia, 37* 

treatment of hypersensitive carotid sinus by 
glossopharyngeal nerve section, 37* 
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SUBJECT 


GOITER 


—some aspects of goiter in Tasmania, 73* 


GRAFTS—See Cartilage Grafts; Nerves, in- 


juries; Muscle Grafts; Skin Grafts. 
HAND 


—anatomic basis of the diagnosis and treat 
ment of common hand lesions, 152* 

amputations: 

—principles of amputations of the fingers 
and hand, 160* 


HEAD 

injuries—See also Brain, injuries. 

—chronaxiometric observations in gunshot 
wounds of the skull, 27* 

—compound fronto-orbital fractures (eight 
cases), 27* 

—hair-bearing scalp flap for repair of un- 
ilateral scalp defects, 23 

—intracerebral hematoma following injury 
of the skull, 27* 

—mixed bacterial meningitis following 
cranio-cerebral trauma, 21* 

—penetrating wounds of the skull, 26* 

—prolonged disturbances of consciousness fol 
lowing head injury, 22* 

—repair of cranial defects by cast chip-bone 
grafts, a preliminary report, 27* 

—repair of cranial defects with tantalum, 22 

—repair of traumatic cranial defects, 26* 

—some notes on the history of injury to the 
skull and brain, 30* 

—surgical experiences with war wounds of 
the skull and brain, 30* 

—treatment during convalescence after head 
injury, 27* 

—treatment of rhinorrhea and otorrhea, 25 

surgery: 

—headache and paroxysmal hypertension, ob- 
servations before and after surgical re 
moval of a pheochronocytoma, 39* 

—tantalum cranial clip, 21* 


HEART—See also Ductus Arteriosus; Peri- 
carditis. 
—operation for aneurysm of the heart, 90* 
injuries: 
—wounds of the heart and pericardium, 90* 
HEMORRHAGE 
—development of fibrin foam as a hemostatic 
agent and for use in conjunction with 
human thrombin, 15 
—elfect of massive experimental hemorrhage 
on hepatic function in dogs, 168 
—flying suit to aid in the control of hemor- 
rhage, 161* 
—ligation of the thoracic duct and the post- 
hemorrhagic plasma protein level, 183* 
—studies on fibrin foam as a hemostatic in 
neurosurgery with special reference to 
its comparison with muscle, 22* 
HEMORRHOIDS 
surgical treatment: 
—administration of succinylsulfathiazole be- 
fore and after hemorrhoidectomy, 124 
—amputation in the surgical treatment of 
hemorrhoids, 124* 
—hemorrhoids, surgical versus injection 
treatment, 124* 


HEMOSTASIS—See Hemorrhage. 
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HEMOTHORAX 
—old hemothorax following gunshot injury 
of the lung, 83* 
HEPARIN 
new practical method for subcutaneous ad- 
ministration of heparin, preliminary re- 
port, 10 
treatment of pulmonary embolism with 
heparin, 14* 
HERNIA 
incarcerated hernia in infancy, 99* 
review of our experience with hernio-plas- 
tic procedures, 99* 
-strangulated hernia, 99* 
—subperitoneal fatty hernia, 98* 
—unusual hernia producing abdominal pain, 
99* 
diaphragmatic: 
case records of Massachusetts General Hos- 
pital, case report of diaphragmatic hia- 
tus hernia followed by death, 94* 
—diaphragmatic hernia, 94* 
diaphragmatic hernia in infants, report of 
a successfully operated case, 94* 
diaphragmatic hernia with torsion of the 
stomach and acute obstruction, 94* 
thoracic displacement of the stomach 
through diaphragmatic hernia, 94* 
volvulus and incarceration of a stomach 
in a diaphragmatic hernia with com- 
plete acute gastric obstruction, 94* 
femoral: 
alternative method of treatment for late 
cases of strangulated femoral hernia, 99* 
inguinal: 
-autoplastic sutures in repair of inguinal 
hernia, 99* 
—inguinal hernia in infants and children, 
99* 
obturator: 
—obturator hernia, successful operation in 
an eighty-three year old woman, 99* 
ventral: 
-interstitial ventral hernia involving the 
small intestine, 99* 
—treatment of ventral hernia, 99* 
—ventral hernia due to normal banding of 
abdominal muscles, 99* 
HIP JOINT 
—extra-articular arthrodesis of the hip by 
the technic of Professor Pedro Chutio, 
158* 
—hip motions, 157* 
dislocations: 
aseptic necrosis of the head of the femur 
following traumatic dislocation of the 
hip, 156* 
—plastic shelf operation for dislocated hips, 
153* 
HIRSCHSPRUNG'S DISEASE—See Megacolon. 
HISTAMINE 
—biologic recovery of necrotic skin grafts 
following application of histamine, 62 
HORMONES 
S€X: 
—effect of sex hormones on skeletal metas- 
tases from breast cancer, 93* 
-local hormone therapy of atrophy of the 
mammary gland and under-development, 
93* 
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-relationship of hormones to diseases of the 
breast, 93* 

—tumors in experimental animals receiving 
steroid hormones, 21* 


HUMERO-RADIAL SYNOSTOSIS 
—humero-radial 157* 
HUMERUS 
fractures: 
fracture of the 
humerus, 152* 


HYDROFLUORIC ACID 
possible connections between cavernous 
tuberculosis or lung abscess and hydro 
fluoric acid intoxications, 86* 


HYPERINSULISM 
hyperinsulism in 
tumors, 128 
hypoglycemia due to tumors of the islets 
of Langerhans, 132* 


HYPERTENSION 
headache and paroxysmal hypertension, 
observations before and after the surgi 
cal removal of a pheochronocytoma, 39* 
hypertension, 39* 
studies on hypertension, the site of action 
of angiotonin, the pressor effects of 
angiotonin on patients having essential 
hypertension and possible relationships 
to the pathogenesis of essential hyper 
tension, 39* 


synostosis, 


external condyle of the 


relation to pancreatic 


surgical treatment 

effect of posture on the circulation before 
and after extensive sympathectomy for 
essential hypertension, effect of certain 
mechanical influences and _ paredrinol 
sulfate CA-N-dimethyl-P-hydroxyphen 
ethylamine sulfate) on blood pressure 
and pulse rate, 38 


HYPERTHYROIDISM 
ery. 
exophthalmos of hyperthyroidism, a diff 
ferentiation in the mechanism, pathol 
ogy, symptomatology and treatment of 
two varieties, 69 
panoramic view of thyrotoxicosis, 73* 
thiouracil treatment in hyperthyroidism, 
74* 
treatment of 26 thyrotoxic patients with 
thiouracil and a review of toxic reac 
tions in all reported cases, 74* 
when is “hyperthyroidism” not hyperthy 
roidism, 73* 
HYPOGASTRIUM 
—bacillary abscess of the hypogastrium, 97* 
HY POGLYCEMIA—See 
HYPOPROTEINEMIA 
hypoproteinemia in thoracic 
HYSTERECTOMY 
—management of uterine myomas, a study 
based on 1,000 consecutive personal 
cases and illustrating the technique of 
panhysterectomy, 137 
ILEOCECAL VALVE 
—experimental observations on the human 
ileocecal valve, 110* 
ILEUM 
congenital 


See also Thyroid, surg 


Hy perinsulism 


surgery, 75 


atresia of the ileum, 


spon 


taneous perforation and multiple intus- 
susception, two case reports, 111* 
perforation of the ileum following late 
ileostomy for ulcerative colitis, 111* 
cancer: 
—adenocarcinoma of the ileum in a girl of 
thirteen, 110* 


IMMERSION FOOT 
—-studies on the pathology of human foot 
immersion, 180 


IMPLANTS 
breast tissue as a new 
genous implants, 63* 
INFANTILE PARALYSIS—See 
INFANTS 
-diaphragmatic hernia in infants, report of 
a successfully operated case, 94* 
incarcerated hernia in infancy, 99* 
operations on infants as out patients, 185* 
INJURIES 
—hysterical sequelae of injuries, 161* 
INTERVERTEBRAL DISKS 
—differential diagnosis of intraspinal tumors 
and protruded intervertebral disks and 
their surgical treatment, 30 
operative results in intervertebral discs, 35* 
protrusion of the intervertebral disk, 35* 


IN TESTINES—See alse Enteritis. 

atresia of small intestine, 110* 

effect of certain drugs on the motility of 
the jejunoileum in normal man, i11* 

faulty intestinal rotation, 110* 

normal distribution of the small intestine, 
110* 

position of the small intestines as deter- 
mined roentgenographically, 110* 

treatment of typhoid perforation, remarks 
on the epidemiology of typhoid fever in 
the region of New Palmyra, 110* 

anastomosis: 

modification of the 
of intestinal 

bacteria: 

effects of succinylsulfathiazole on the in- 
testinal flora and nutritional status of 
rats fed evaporated milk, 121* 

intestinal flora of white rats maintained on 
a sterilized diet with sulfaguanidine in 
the water supply, 121* 

cancer: 

—adenocarcinoma of the small 
father and daughter, 122* 

—carcinoma of the small intestine, 110* 

—primary carcinoma of the jejunum and the 
ileum, I11* 

diverticula: 

-case records of the Massachusetts General 
Hospital, a case of Meckel’s diverticu- 
lum, 111* 

two cases of Meckel's 
crural hernia in males, 

fistulas: 

~gastrocolonic-duodenal fistula and its sur- 
gical treatment, 107* 

-seven operated cases of gastrocolic fistula, 
six being from 1942, 107* 

—urobilinogen test as an additional aid in 
the early diagnosis of fecal fistula, 122* 


source of hetero- 


Poliomyelitis. 


method 


invagination 
anastomosis, 96* 
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foreign bodies: 

—foreign bodies in the intestine in children, 
122° 

hemorrhage: 

—on severe intestinal hemorrhage due to 
mvomatous tumor of the jejunum with 
a note on bleeding myomata of the 
small intestine, 109 

intussusception: 

—congenital atresia of the ileum, spontaneous 
perforation and multiple intussuscep- 
tion, two case reports, 111* 

—intussusception, 122* 

—retrograde jejunogastric intussusception 
through a subtotal gastrectomy stoma, 
107* 

obstruction: 

—bezoar causing intestinal obstruction, 123* 

case record of the Massachusetts General 
Hospital, report of a case of intestinal 
obstruction with infarction of the small 
intestine due to adhesive band, 123* 

—correlation of the x-ray diagnosis with 
the operative findings in small intestinal 
obstruction, 108, 123* 

-disastrous sequelae to the Webster-Baldy 
operation, case report, 141 

early postoperative mechanical intestinal 
obstruction following the removal of a 
ruptured gangrenous appendix, 122* 
-errors in the diagnosis of intestinal obstruc- 
tion, 122* 

intestinal obstruction associated with de- 
fects in the broad ligaments of the 
uterus, 122* 

partial intermittent intestinal obstruction 
caused by an enterolith in the ileum, 
123* 

-treatment of chronic stenosis of the intes- 
tine, 123* 

volvulus of the entire small intestine and 
its mesentery, 123* 

surgery: 

—bowel surgery, 122* 

tumors: 

—malignant carcinoid tumors of the small 
intestine, 110* 

-malignant tumors of the small intestine, 
110* 


INTUSSUSCEPTION See Intestines, intus 
susception. 


IRON CACODYLATE 
—treatment of acute subdeltoid bursitis with 
iron cacodylate, 151* 


JAWS—See also Mandible; Maxilla. 
fractures: 
—development of the treatment of jaw frac 
tures, 62* 
JEJUNUM 
—two cases of spontaneous rupture of je 
junum, recovery, L11* 
tumors: 
—leiomyoma of the jejunum, 106* 
—on severe intestinal hemorrhage due to 
myomatous tumor of the jejunum with 
a note on bleeding myomata of the 
small intestine, 109 


JOINTS—See also under names of individual 
joints. 


SUBJECT INDEX 





surgery: 
—review of vitallium arthroplasties, 158* 
KENNY METHOD-—See Poliomyelitis. 


KIDNEY 
—diagnosis and treatment of renal echino- 
coccus with report of an operated case, 
133 
calculus: 
case report illustrating brief period of 
time necessary to formation of large 
stag-horn renal calculus, 135* 
-fibrinogen coagulum as. an aid in the 
operative removal of renal calculi, 135* 
cancer: 
renal malignancy and the prostatic pa- 
tient, 135* 
KNEE JOINT 
rupture of internal meniscus of the knee, 
158* 
-surgery on the knee joint, 158* 
LEG 
fractures: 
ambulatory treatment of fractures of the 
lower extremities, 153* 
LIPOCAIC 
-effectiveness of lipocaic in preventing fatty 
livers in completely depancreatized dogs 
maintained with insulin, 132* 
LIPOMATOSIS 
-meralgia paraesthetica due to nodular lipo- 
matosis and to traumatic lesions in the 
thigh, a reflex theory of sensory neuritis, 
ig 
LIPS 
cancer: 
-chemosurgical treatment of cancer of the 
lip, a microscopically controlled method 
of excision, 57 
surgery: 
closure of defects of lips with composite 
vermilion borderlined flaps, 54 
plastic operation for lengthening ‘the con- 
genitally short upper lip, 61* 
LIVER 
effect of massive experimental hemorrhage 
on hepatic function in dogs, 168 
inactivation of antifibromatogenic sub- 
stances (progesterone and desoxycorti 
costerone acetate) in the liver, 183* 
diseases: 
-importance of latent hepatic disease, 127* 
Su rgery ° 
lobectomy of the liver, report of three 
cases, 125 
LUDWIG'S ANGINA 
-Ludwig’s angina and anesthetic complica- 
tions, 53* 
LUNGS 
—studies on perforation of pulmonary echin- 
ococcal cysts into the pleural cavity, 83* 
abscess: 
—conservative or surgical treatment of lung 
abscess, 86* 
—foreign bodies and pulmonary suppuration, 
86* 
—possible connections between cavernous tu- 
berculosis or lung abscess and hydro- 
fluoric acid intoxications, 86* 
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pulmonary abscess, 83 

cancer: 

—case records of Massachusetts General Hos 
pital, 86* 

-primary bronchiogenic carcinoma, 86* 

some experiences in the treatment of bron 
chial cancer, 86* 

postoperative complications: 

-incidence and prevention of postoperative 
pulmonary complications among patients 
suffering from asthma, 9 

prevention and management of postopera 
tive pulmonary complications, report of 
five cases, 6 

tumors: 

minimal number of anesthetic treatments 
with urethane required to induce pul 
monary tumors, 21* 


LYMPHATICS 
-permeability of lymph vessels and lymph 
pressure, 181 


MANDIBLE 
fractures: 
comminuted fractures of mandible, a re 
port on 25 consecutive cases from a plas 
tic and jaw unit E M §, 60 
Su rgery . 
—osteotomy for the correction of mandibular 
malrelation of developmental origin, 61* 
MASTITIS 
-case of plasma cell mastitis, 93* 
—chronic cystic mastitis, 93* 
—plasma cell mastitis, 92* 
MAXILLA 
—prognathism of the inferior maxilla, 53* 
cysts: 
—maxillary cyst, report of a case, 53* 
—unusual cystic condition of maxillae and 
premaxillae involving obliteration of the 
antrum of Highmore, 53* 
fractures: 
—method of fixation in fractures involving 
the maxillary antrum, 54* 
MAXILLARY SINUS 
—maxillary sinusitis with orbital cellulitis 
and meningeal reaction, recovety, 53* 
MECKEL’S DIVERTICULU M—See 
diverticula. 
MEDIASTINITIS 
—mediastinitis as a complication of esopha 
goscopy and instrumentation of the 
esophagus, 92* 
—oral sepsis in suppurative mediastinitis, 88* 
MEDIASTINUM 
—mediastinal emphysema, 89* 
—mediastinal herniation in artificial 
mothorax, 88* 
tumors: 
—dermoid cyst of the mediastinum, 88* 
—dermoid cysts and teratoma of the medias 
tinum, a review, 87 
—intrathoracic mediastinal lipoma, 88* 
—roentgenologic features of mediastinal tu- 
mors, 89* 
MEGACOLON 
—megacolon, 122* 
—spinal anaesthesia in the treatment of 
Hirschsprung’s disease with reports of 
twelve cases, 4*, 122* 


Intestines 


pneu- 


MEIGS’ SYNDROME~—See 


MENINGIOMA 
—intracranial meningiomas, 27* 
—mixed bacterial meningitis 
cranio-cerebral trauma, 21* 
MESENTERY 
—mesenteric 
—mesenteric 
arteries: 
—on the Treitz vascular arch and the para- 
duodenal anastomosis between the two 
mesenteric arteries, 147* 
tumors: 
-dermoid cysts of the 
port, 100* 


MILLER-ABBOTT TUBE 
—new rapid method of intubation with the 
Miller-Abbott tube, 16* 


MOLES 
—benign and malignant moles (nevi), their 
differentiation and treatment, 21* 


MOUTH 

surgery: 

—soft tissue surgery, 62* 

tumors: 

—blood and lymph vessel tumors involving 
the mouth, 61 

MUSCLE GRAFTS 

—closure of persistent bronchocutaneous 

fistula by pedicle. muscle graft, 81* 
MUSCLES j 

—physiological characteristics of the muscles 
in gunshot wounds of the motor nerves, 
$7* 

—physiologic factors involved in atrophy and 
regeneration of skeletal muscle, 152* 

MYASTHENIA GRAVIS 

—myasthenia gravis, a consideration of its 
causation in a study of 14 cases, 88* 

-pathogenesis of myasthenia gravis, 88* 

radium treatment of myasthenia gravis, 88* 
MYCOSES 
—studies on the relationship of dermatomy- 
cosis to ulceration and gangrene of the 
extremities, 148 
MYOBLASTOMA 
—myoblastoma, 20 
NECK~—See also Cervical Lymph Glands. 
surgery: 
—placement of incisions in the neck, 53* 
NERVE BLOCK 
evaluation of 
bral block 

ease, 143 

—treatment of thrombophlebitis by novo- 
caine block of the sympathetics, 151* 

—treatment of thrombophlebitis by paraver- 
tebral sympathetic block, 151* 

NERVE GRAFTS—See Nerves, injuries. 
NERVES—See also under names of individual 
nerves. 

injuries: 

—experimental studies in peripheral nerve 
surgery, the effect of sulfonamide drugs 
upon experimental gunshot wounds in- 
volving peripheral nerves, 35 

—experimental studies in peripheral nerve 
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SUBJECT 


surgery, the effect of sulfonamide drugs 
upon the regeneration of peripheral 
nerves, 35 

.—late condition of nerve homografts in man, 
36 

—lesion in peripheral nerve resulting from 
compression by spring clip, 37* 

—physiological characteristics of the muscles 
in gunshot wounds of the motor nerves, 
~ ha 

—spa treatment in the U.SS.R. of injuries 
to peripheral nerves, 37* 

—sutureless reunion of severed nerves with 
elastic cuffs of tantalum, 37* 

-use of discontinuity of strength duration 
curves in muscle in diagnosis of peri- 
pheral nerve lesions, 37* 

surgery: 

-some aspects of surgery of the peripheral 
nerves, 37* 

NEURITIS 

—meralgia paraesthetica due to nodular lipo 
matosis and to traumatic lesions in the 
thigh, a reflex theory of sensory neu 
ritis, 37* 

NEUROSURGERY 

—fibrin films in neurosurgery with special 
reference to their use in the repair of 
dural defects and in the prevention of 
meningocerebral adhesions, 21* 

—mobile neurosurgery in wartime, 22* 

—neurosurgery and radiation for the relief of 
pain in advanced cases, 22* 

—neurosurgical head rest for use in Army 
and Navy hospitals, 22* 

—new neurosurgical instrument, a combined 
suction and electrocoagulation tip, 21* 

—studies on fibrin foam as a _ hemostatic 
agent in neurosurgery with special refer 
ence to its comparison with muscle, 22* 

NEVI—See Moles. 
NIPPLES 
—bleeding nipples, 93* 
NOSE 
surgery: 
—new nasal catheter holder, 16* 
NUCLEUS PULPOSUS 

—cauda equina compression syndrome with 
herniated nucleus pulposus, a report of 
eight cases, 33 

NURSING 

—surgical nursing, 17* 
OLEOTHORAX 

—pleural changes in oleothorax, 83* 
OMENTUM 

—torsion of the omentum, 96* 
OPERATING ROOMS 

—these enclosed circular operating rooms 
prove their worth, 16* 

ORBIT 

fractures: 

—depressed fracture of the orbital rim, 53* 

—two plastic operations for repair of orbit 
following severe trauma and extensive 
comminuted fracture, 64* 

ORTHOPEDIC SURGERY 

—certain reparative problems in orthopedic 

surgery, 152* 


INDEX 


—points in orthopedic radiography, 152* 

—progress in orthopedic surgery for 1943, 
151* 

—reconstructive surgery today, 152* 

OTORRHEA 
—treatment of rhinorrhea and otorrhea, 25 
OVARY 

tumors: 

--Brenner tumor of the ovary associated with 
sarcomatous change in the fibromyo- 
mata uteri, 143* 

~Meigs’ syndrome, 142* 

—ovarian fibromas, a clinical and pathologi- 
cal study of two hundred and eighty- 
three cases, 136 

thecoma of the ovary with ascites and 
hydrothorax (Meigs’ syndrome) 143* 
PAGET'S DISEASE 
basilar impression (platybasia), a case sec- 
ondary to advanced Paget’s disease with 
severe neurological manifestations, 27* 
PAIN-THRESHOLD APPARATUS 
—modification of the Hardy-Wolff-Goodell 
pain-threshold apparatus, 22* 
PANCREAS 
cancer: 
surgical treatment of carcinoma of the 
body of the pancreas, 131* 

fistula: 

—surgical aspects of pancreatic fistula, 131* 

necrosis: 

—calcium changes in acute pancreatic necro- 
sis, 129 

surgery: 

—effectiveness of lipocaic in preventing fatty 
livers in completely depancreatized dogs 
maintained with insulin, 132* 

—radical pancreatoduodenal resection for 
carcinoma of the ampulla of Vater, 130 

—survival of rhesus monkey four years after 
excision of head of pancreas and occlu- 
sion of external secretion, 131* 

tumors: 

hyperinsulism in relation to pancreatic tu- 
mors, 128 
hypoglycemia due to tumors of the islets of 
Langerhans, 132* 
pancreatic cyst and lithiasis, classification 
and incidence, 131* 
PANCREATITIS 
association of acute interstitial pancreatitis 
with acute pneumonococcic mural en- 
docarditis, 131* 
—cholangiopathies and pancreatitis, 132* 
PARATHYROIDS 

—adenoma of the parathyroid gland, 73* 

—endocrine aspect of enlargements of the 
parathyroid glands, 64 

PATELLA 
congenital absence of the patellae associ- 
ated with arthrodysplasia of the elbows 
and dystrophy of the nails, 152* 
PELVIS 
interileoabdominal disarticulation for hy- 
datosis of the bony pelvis, 160* 
PENICILLIN 
-penicillin, its usefulness, limitations, dif- 
fusion and detection, with analysis of 
150 cases in which it was used, 18* 








































































penicillin and skin grafting, 62 
penicillin case report, 18* 
local use: 
local treatment of breast abscess with peni- 
cillin, 93* 
PENTOTHAL SODIUM 
-clinical experience with pentothal sodium 
anesthesia, 5* 
pentothal sodium anesthesia, 4* 
pentothal sodium anesthesia in shock and 
hemorrhage, 165* 
pentothal sodium in general surgery, 4* 
pentothal sodium intravenous anesthesia 
in peace and war (the first ten years of 
pentothal sodium intravenous anesthe- 
sia, June 1934 to June 1944), I 
personal experiences with pentothal and 
cyclopropane anesthesia, 4* 
PEPTIC ULCER—See 
PERICARDITIS 
—acute pericarditis simulating myocardial in 
farction, 89 
resection of the pericardium for constric 
tive pericarditis, 90* 
PERITONEOSCOPY 
correlation of peritoneoscopic findings with 
clinical and pathologic factors, 127* 


PERITONEUM 
—peritoneal absorption, 151 
PERITONITIS 
—plasma infusions in a severe case of peri 
tonitis with toxemia, 100* 
tuberculosis: 
~mild tuberculosis peritonitis, 100* 
-roentgen features of chronic tuberculosis 
peritonitis, 99* 
PES CAVUS 
—pes cavus, bilateral, a case report, 151* 
PHEOCHRONOCYTOMA 
—headache and paroxysmal hypertension, od 
servations before and after the surgical 
removal of a pheochronocytoma, 39* 


PHLEBITIS 
—phlebitis caused by 
dental origin, 151* 


PHY TOBEZOAR 
case of phytobezoar with interesting radio 
scopic findings, 107* 


PILONIDAL CYS1 
-extensive pilonidal cyst, 186* 


PILONIDAL SINUS 
—pilonidal sinus, clinical experiences with 
the Rogers operation in thirty-five con 
secutive cases 184 
—pilonidal sinuses and cysts, 186* 
—primary closure of pilonidal 
sinuses, 185 
PITUITARY 
—experimental investigations concerning the 
role of the pituitary in tumorigenesis, 


Gastroduodenal Ulcer. 


focal infection of 


cysts and 


21* 
PLASMA 
—amino acid compositions of plasma _ pro- 
tein, 178* 


—characteristics of the protein fractions of 
human plasma, 178* 
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hemostatic globulin and plasma clot dress. 
ings in the local treatment of burns, 
165* 
PLASTIC SURGERY—See also Prostheses. 
—principles of anesthesia in plastic surgery, 


64* 
PLATYBASIA—See Basilar Impression. 
PLEURA 


—pleural changes in oleothorax, 83* 
PNEUMONOLYSIS 
—closed intrapleural pneumonolysis, 85 
PNEUMOPERITONEUM 
—diagnostic value of 
100* 
—pneumoperitoneum supplementing phrenic 
paralysis, 76* 
—post-operative pneumo peritoneum, 100* 
PNEUMOTHORAX 
artificial: 
—closed intrapleural pneumonolysis, 85 
—contributions to the study of nervous com- 


pneumoperitoneum, 


plications following therapeutic pneu- 
mothorax, 83* 
—mediastinal herniation in artificial pneu- 


mothorax, 88* 
PODOPHYLLIN 
—podophyllin treatment of 
acuminata, 124* 
POLIOMYELITIS 
—infantile paralysis, 151* 
-multiple familial cases of 
151* 
—story of the 
PON TOCAINE 


condylomata 


poliomyelitis, 


Kenny method, 151* 


—spinal anesthesia with crystalline ponto- 
caine, 4* 
POSTOPERATIVE THERAPY 


—acute starvation following operation or in- 
jury with special reference to caloric 
and protein needs, 5 
-early postoperative mobilization of lower 
extremities, 96* 
-experience in the care of asthmatic pa 
tients undergoing operation based on 
142 cases, 14* 
incidence and prevention of postoperative 
pulmonary complications among pa- 
tients suffering from asthma, 9 
laboratory routine for fluid, electrolyte and 
protein control in surgical patients, 14* 
—prevention and management of postopera- 
tive pulmonary complications, report of 
five cases, 6 
POTT’S DISEASE—See Spine, tuberculosis. 
PRESACRAL NEURECTOMY 


—presacral neurectomy for intractable vesi- 
cal pain and neurogenic vesical dysfunc 
tion, 39* 
PROCTOLOGY 
—proctology, its history and development as 
a specialty, 123* 
PROSTATE 


hypertrophy: 

—renal malignancy and the prostatic pa- 
tient, 135* 

PROSTHESES—See also Amputations, pros- 


theses. 
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SUBJECT 


—prosthetic restoration for the breast, tech 

nic using sponge rubber, 93* 
PROTEINS—See also Amino Acids; Gelatin. 

—characteristics of the protein fractions of 
human plasma, 178* 

—effects of feeding possible blood substitutes 
on serum protein regeneration and 
weight recovery in the hypoproteinemic 
rat, 14* 

—laboratory routine for fluid, electrolyte and 
protein control in surgical patients, 14* 

PYLORUS 

—experimental studies on the pathogenesis 
of pylorospasm, 107* 

stenosis: 

—hypertrophy of the pylorus in adults and 
its clinical significance, 107* 

modern diagnosis and treatment of in 
fantile pyloric stenosis, 106* 

RADIAL NERVE 

—splint for radial (musculospiral) nerve 

palsy, 37* 
RADIATION THERAPY 

-neurosurgery and radiation for the relief 

of pain in advanced cases, 22* 
RADIUM 

radium treatment of myasthenia gravis, 

88* 
RECTUM 

fistulas 

—rectourinary fistula, 121* 

—surgical problems of anorectal fistula, 124* 

RECTUS ABDOMINIS MUSCLE 

—fibrositis of the rectus abdominis muscle, 
97* ’ 

-spontaneous rupture of the rectus abdo- 
minis muscle, 97* 

REFRIGERATION 

—refrigeration for the preservation of trau 

matized tissues, 180* 
Rh FACTOR 
—clinical significance of the Rh factor, im- 
portance in transfusion reactions, 178* 
RHINORRHEA 
—treatment of rhinorrhea and otorrhea, 25 
RIBS 

—congenital deformity of the ribs, 81* 

fractures: 

—isolated fractures of the first rib associated 
with blast forces, 81* 

—isolated fracture of the first rib produced 
by muscular traction, 81* 

ROENTGEN RAYS 

—experimental roentgen injury, effects of 
repeated small doses of x-rays on blood 
picture, tissue morphology and life span 
in mice, 21* 

—experimental roentgen injury, effects on 
the tissues and blood of C3H mice pro- 
duced with single small body exposures, 
21* 

diagnosis: 

—abdominal tumors of questionable origin, 
roentgenological aspects, 96* 

—correlation of the x-ray diagnosis with the 

operative findings in small intestinal ob- 

struction, 108, 123* 

—points in orthopedic radiography, 152* 


INDEX 199 


—position of the small intestine as deter- 
mined roentgenographically, 110* 

—radiographic examination of the ankle 
joint including arthrography, 157* 

roentgen features of chronic tuberculous 
peritonitis, 99* 

roentgen interpretation of the pathology 
of Pott’s disease, 157* 

-roentgenologic aspects of acute abdominal 
affections, 96* 

roentgenologic feature of mediastinal tu- 
mors, 89* 

—some problems of appendix radiology, 113* 

therapy: 

supervoltage roentgen therapy of esopha- 
geal carcinoma, 93* 

use of anesthesia in x-ray department, 4* 

SCALDS—See Burns. 
SCALP 

—hair-bearing scalp flap for repair of uni- 

lateral scalp defects, 23 
SCOLIOSIS 

—treatment of severe scoliosis with rib 
resection and immediate fusion of verte- 
brae, 32 

SEPTICEMIA 

—report of a case of septicemia, cure by 

penicillin, 18* 
SERUM-—See also Albumin. 

—electrophoretic and ultracentrifugal studies 
of solutions of human serum and im- 
mune serum globulins, 178* 

SHOCK 

—circulation in traumatic shock, 172 

-composition of the blood of rabbits in 
gravity shock, 175* 

—effect of position on shock produced by 
hemorrhage, 175* 

—hemorrhagic shock, the relative effect of 
saline, washed red cells and heparinized 
plasma in dogs, 175* 

—pentothal sodium anesthesia in shock and 
hemorrhage, 165* 

-shock resulting from the intraperitoneal 
implantation of reconstituted desiccated 
muscle, 169 

-state of men severely wounded in battle, 
171 

-studies on the effect of posture in shock 
and injury, 170 

—studies of shock induced by hemorrhage, 
175* 

—toxic factor in experimental traumatic 
shock, 175* 

—use of venous tourniquets as an aid to the 
diagnosis of traumatic shock, 174 

treatment: 

-clinical use of concentrated human serum 
albumin in shock and comparison with 
whole blood and rapid saline infusion, 
166 

—gelatin, its usefulness and toxicity, 167 

—successful treatment of so-called “irrever- 
sible” shock by whole blood supple- 


mented with sodium bicarbonate and 


glucose, 175* 
—treatment of shock with concentrated hu- 
man serum albumin, 175* 


—use of gelatin solutions in the treatment 


of human shock, 169 
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SHOULDER JOINI 
-posterior approach to the shoulder 
157* 
dislocations: 
—congenital dislocation of the shoulder, 156* 
tumors: 
—primary 
shoulder 
158* 
SITUS INVERSUS 
—appendicitis in situs inversus totalis, 
SKIN GRAFTS 
—biologic recovery of necrotic skin grafts 
following application of histamine, 62 
-heterogenous skin grafts by the coagulum 
contact method, 63* 
—penicillin and skin grafting, 62 
SKULL 
anterior articular interline of the zygoma- 
ticomaxillary suture in the human skull, 
27° 
—oral removal of shell-fragments from the 
base of the skull, 27* 
fractures—See Head, injuries. 
SPINAL CORD 
—local nervous tissue changes following 
spinal anesthesia in experimental ani- 
mals, 3* 
—retrograde changes in the spinal cord in 
frostbite of the extremities, 165* 
abscesss 
—acute spinal epidural abscess, 34* 


joint, 


malignant 
joint, with 


the 
case, 


neoplasm of 
report of a 


113* 


cysts: 

—spinal extradural cyst (diverticulum of 
spinal arachnoid) report of a case, 34* 

injuries: 

—diagnosis of spinal cord injury, 34* 

surgery: 


—cordotomy, 34* 

tumors: 

—differential diagnosis of intraspinal tumors 
and protruded intervertebral disks and 
their surgical treatment, 30 

SPINE—See also Cauda Equina; Intervertebral 
Disks; Scoliosis. 

injuries: 

—low back pain, subluxations of apophyseal 
joints and fractures of articular facets, 
34° 

tuberculosis: 

—roentgen interpretation of the pathology 


of Pott’s disease, 157* 
SPLEEN 
—amoebic abscess of the spleen, 133* 


—calcification of the spleen, 

rupture: 

-delayed rupture of the spleen, 132, 133* 

—spontaneous rupture of the spleen, 132* 

—traumatic rupture of the spleen, 132* 

surgery: 

—splenectomy, its indications and complica- 
tions, 133* 

tumors: 

—case records of the 
Hospital, 132* 


STELLATE GANGLION 


—stellate ganglion block, a definite antero 
lateral approach, 39* 


133* 


Massachusetts General 


QUARTERLY REVIEW 


OF SURGER) 


STOMACH 
cancer: 
—significance of early diagnosis of gastric 
carcinoma in the final fate of the pa- 
tient, 107* 
diverticula: 
—diverticula of the stomach, 107* 
surgery—See also Gastrectomy; Gastrostomy, 
—gastric lesions high on the lesser curva- 
ture, 106* 
ulcer—See Gastroduodenal Ulcer. 
SUCCINYLSULFATHIAZOLE 
mides. 
SULFADIAZINE—See Sulfonamides. 
SULFAGUANIDINE—See 
SULFAMERAZINE~—See Sulfonamides. 
SULFAMETHAZINE-—See 
SULFATHIAZOLE—See 
SULFONAMIDES 
—administration of succinylsulfathiazole be- 
fore and after hemorrhoidectomy, 124* 
—changing picture of postpneumonic empy- 
ema thoracis complicating sulfonamide 
treated pneumonia, 83* 
—effects of succinylsulfathiazole on the in- 


testinal flora and nutritional status of 
rats fed evaporated milk, 121* 


See Sulfona- 


Sulfonamides. 


Sulfonamides. 


Sulfonamides. 


—gas gangrene treated with sulfathiazole 
and zinc peroxide, 18* 
—intestinal flora of white rats maintained 


on a sterilized diet with sulfaguanidine 
in the water supply, 121* 

—perforating abdominal injuries with special 
reference to reduction in mortality by 
the use of transfusions and _ sulfona- 
mides, 95 

—sulfamerazine (2  sulfanilamido-4-methyl- 
primidine); sulfonamide concentrations 
in the blood of man produced by small, 
daily, oral doses of sulfamerazine, sul 
famethazine, sulfadiazine and sulfathia 
zole, 17 

—sulfonamides in appendicitis, 112* 

—use of sulfonamides in surgery, 18* 

local use: 

-experimental studies in peripheral nerve 
surgery, the effect of sulfonamide drugs 
upon experimental gunshot wounds in- 
volving peripheral nerves, 35 

—experimental studies in peripheral nerve 
surgery, the effect of sulfonamide drugs 


upon the regeneration of peripheral 
nerves, 35 
SURGERY 


—fatal and near fatal delays in surgery, 16* 
—recent advances in surgery, 183 
SUTURES 
-closure of granulating wounds by 
of button sutures, 180* 
—cotton suture material, 17* 


means 


—spool cotton as suture material, 16* 
SWEAT GLANDS 
—malignant papillary cystadenoma of sweat 
glands with metastases to the regional 
lymph nodes, 20* 
SYMPATHECTOMY~—See 
rectomy. 
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—effect of posture on the circulation before 
and after extensive sympathectomy for 
essential hypertension, effect of certain 
mechanical influences and _ paredrinol 
sulfate (A-N-dimethyl-P-hydroxypene- 
thylamine sulfate) on blood pressure and 
pulse rate, 38 

—sympathectomy as an aid in the relief 
of familial nonreaginic food allergy, 
preliminary report, 39* 

SYMPATHETIC NERVOUS SYSTEM — See 
Nerve Block; Sympathectomy. 
TALC 

—exit talc from the surgical scene, 16* 

—failure of surgical wound healing due to 
talc, 16* 

—talcum used as a surgical dusting powder 
is hazardous, 16* 


TANNIC ACID 
—tannic acid and the treatment of burns, 
an obsequy, 164 


TANTALUM 
—experimental study on the use of tantalum 
in the subdural space, 22* 
—repair of cranial defects with tantalum, 22 
—sutureless reunion of severed nerves with 
elastic cuffs of tantalum, 37* 
—tantalum cranial clip, 21* 


TEMPORAL BONE 
—on the glenoid fossa of the temporal bone 
in the human skull, 27* 


TENDONS 

—chronic non-specific tenosynovitis and pe 
itendinitis, 158* 

—stenosing tendovaginitis, 160* 
—treatment of fresh cases of peritendinitis 
crepitans vasodiliontophoresis, 160* 

syphilis: 

—syphilis of tendon of long head of biceps 
muscle and of olecranon bursa, 160* 

TETANUS 

—tetanus occurring in immunized individ 

uals, 18* 
THIOCYANATE 

—uptake of radioactive iodine by the thy- 
roids of rats made goitrous by potassium 
thiocyanate and by thiouracil, 73* 

THIOURACIL 

—effect of thiouracil on the formation of 
thyroxine and diiodotyrosine by the 
thyroid gland of the rat with radio- 
active iodine as indicator, 73* 

—fatal agranulocytosis resulting from thiou- 
racil, 73* 

—granulocytopenia, a case caused by thiou- 
racil, 73* 

—thiouracil treatment in hyperthyroidism, 
74* 

—treatment of 26 thyrotoxic patients with 
thiouracil and a review of toxic reac 
tions in all reported cases, 74* 

—uptake of radioactive iodine by the thy- 
roids of rats made goitrous by potas- 
sium thiocyanate and by thiouracil, 73* 

~—use of thiouracil in the preparation of 
patients with hyperthyroidism for thy 
roidectomy, 71 
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FHORACIC DUCT 
—ligation of thoracic duct and the st- 
hemorrhagic plasma protein level, 183* 


THORACOPLASTY—See Thorax, surgery. 


THORAX 

—osseous abnormalities of the thoracic cage 
seen in forty thousand consecutive chest 
photoroentgenograms, 81* 

injuries: 

—early treatment of wounds of the chest 
in the Middle East, 75* 

—trauma of the thorax, 75* 

surgery: 

—closure of the open chest following the 
Schede operation for tuberculous empy- 
ema, 76 

—hypoproteinemia in thoracic surgery, 75* 

—practical physiology and its clinical appli- 
cations, dynamic disturbances of the 
postoperative period in the tracheo- 
broncho-pulmonary region, 75* 

—preliminary note on a new thoracoplastic 
technic, 76* 

—surgical management of residual tuber- 
culous cavities following primary thora- 
coplasty, 80 

tumors: 

—intrathoracic neurogenic tumors, 74 


HROMBIN 

—clinical use of products made from human 
fibrinogen and thrombin, 16* 

—development of fibrin foam as a hemo- 
static agent and for use in conjunction 
with human thrombin, 15 

—note on the use of fibrinogen and throm- 
bin in the surface treatment of burns, 
165* 

HROMBOPHLEBITIS 

—treatment of thrombophlebitis by nova- 
caine block of the sympathetics, 151* 

—treatment of thrombophlebitis by para- 
vertebral sympathetic block, 151% 


‘“HROMBOSIS 

—mesenteric thrombosis, 122* 

arterial: 

—localized arterial thrombosis of indeter- 
minate origin. 146 

venous: 

—anticoagulation therapy of postoperative 
venous thrombosis and pulmonary em- 
bolism, 151* 

—deep quiet venous thrombosis in the lower 
limb, preferred levels for interruption 
of veins, iliac sector or ligation, 11 

—prevention of venous thrombosis and pul- 
monary embolism, 14* 

HYMUS 

—thymus, 89* 

HYROID-—See also Goiter. 

—management of disorders of the thyroid, 
74* 

—protein-bound plasma iodine in patients 
with thyroid disease, 73* 

cancer: 

—lateral aberrant thyroid, metastases to the 
lymph nodes for primary carcinoma of 
the thyroid gland, 70 
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surgery: 
—postoperative complications of thyroidec- 
tomy, 66 
—use of thiouracil in the preparation of 
patients with hyperthyroidism for thy 
roidectomy, 71 
tuberculosis: 
tuberculous abscess of the thyroid gland, 
report of a case and review of the 
literature, 72 
CTHYROIDECTOMY—See 
THYROTONXICOSIS—See 


PFONGUE 
injury: 
restoration of the power of speech follow 
ing injuries of the tongue, 59 
rORTICOLLIS 
—congenital muscular 
TOURNIQUETS 
-air pressure tourniquet for the thigh, 145* 
use of venous tourniquets as an aid to the 
diagnosis of incipient traumatic shock, 
174 
riBIA 
fractures: 
-treatment of spiral fractures of the tibia, 


Thyroid, 


Hyperthyroidism. 


surgery. 


torticollis; 152* 


152° 
TRANSPLANTS 
-whole upper extremity transplants for 


human beings, general plans of pro 
cedure and operative technic, 183* 
rUBERCULOSIS 
pulmonary—See also Pneumothorax, artificial. 
collapse therapy in pulmonary tubercu 
losis, 81* 
-pneumoperitoneum in the treatment of 
pulmonary tuberculosis, 75* 
—pneumoperitoneum supplementing phrenic 
paralysis, 76* 
-scope of surgery 
losis, 75* : 
surgical management of residual tubercu 
lous cavities following primary 
coplasty, 80 
FULAREMIA 
—tularemia in New England, 18* 
TUMORS-—See also Cancer. 
determining influence of tar, benzpyrene 
and methylcholanthrene on the char- 
acter of the benign tumors induced in 
rabbit skin, 20* 
experimental investigations concerning the 


role of the pituitary in tumorigenesis, 
he 


in pulmonary tubercu 


thora 


—initiating and promoting elements in tu- 

mor production, 20* 
symposium of endocrinology of neoplastic 

diseases, 21* 

—tumors in experimental animals receiving 
steroid hormones, 21* 

‘YPHOID FEVER 

—treatment of typhoid perforation, remarks 
on the epidemiology of typhoid fever 
in the region of New Palmyra, 110* 

ILNA 

—infection of ulnar bursa without 
ment of the fifth finger, 157* 


ae 


— 


involve- 


ULNAR NERVE 

—operative position for ulnar nerve trans. 
position, 37* 

I/RACHUS 

—patent urachus, with a report of two addi- 
tional cases, 97* 


os 


URETERS 
—supernumerary ureter with extravesical 
orifice, 136* 
surgery: 


—infiltrating carcinoma of the bladder, a 
new method of uretero-intestinal anas- 
tomosis employed in 29 cases, indica- 
tions for total cystectomy, 134 

TRETHANE 

—minimal number of anesthetic treatments 
with urethane required to induce pul- 
monary tumors, 21* 

'(RETHRA 

rupture: 

—secondary repair of rupture of the pros 
tatic urethra with case report, 135* 

stricture: 

—treatment of inflammatory 


oe 


— 


urethral strict- 


ures, 136* 
tumors: 
—leiomyoma of the urethra (female), 143* 
UTERUS 
cancer: 


—diagnostic curettage, 143* 
—uterine, adenocarcinoma, a case report, 143* 
suspension operation: 


-disastrous sequelae to the Webster-Baldy 
operation, case report, 141 

fumors: 

—Brenner tumor of the 


ovary associated 


with sarcomatous change in the fibro- 
myomata uteri, 143* 

—management of uterine myomas, a_ study 
based on 1,000 consecutive personal 


cases and illustrating the technique of 
panhysterectomy, 137 
ASCULAR DISEASE 
—evaluation of alcohol lumbar paravertebral 
block in peripheral vascular disease, 143 
—~neurovasculat 
147* 
use of 


a“ 


lesions of the extremities, 


radioactive sodium in studies of 
circulation in patients with peripheral 


vascular disease, a preliminary report, 
145* 

VEINS—See also Thrombophle bitis; Throm- 
bosis; Vascular Disease 


-diseases of the veins, 150 
-studies on the relationship of dermatomy- 
cosis to ulceration and gangrene of the 
extremities, 148 
VENOGRAPHY 
-further experiences with venography, 151* 
VENTRICLES 
tumors: 
bilateral nerve deafness, persistent cough 
and paroxysmal hypernea due to tumor 
in the floor of the fourth ventricle, 37* 


VITALLIUM 


—review of vitallium arthroplasties, 158* 
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VOLKMANN’S CONTRACTURE 
—early operation for Volkmann's ischemic 
contracture, 145* 
VOLVULUS 
—volvulus of the entire small intestine and 
its mesentery, 125* 

WAR SURGERY—See also Brain, injuries; 
Head, injuries; Thorax, injuries, 
Wounds 

—anesthesia in war surgery, 5* 

—English military surgery during the age of 
Elizabeth, 186* 

—military surgery in geographical _ per- 
spective, 181* 

—mobile neurosurgery in wartime, 22* 

—thoughts on four years of war surgery, 180* 

—traumatic defects of the diaphragm and 
their significance in war surgery, 94* 

—vascular injuries of warfare, 145 

—war anesthesia in the South Pacific, 3* 

—working rules in the field, 181* 
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WEBSTER-BALDY OPERATION—See Uterus, 
suspension operation. 
WOUNDS 
—closure of granulating wounds by means 
of button sutures, 180* 
—refrigeration for the preservation of trau- 
matized tissues, 180* 
—secondary treatment of wounds, 180* 
—state of men severely wounded in battle, 
171 
—surgical management of the wounded in 
the Mediterranean theatre at the time 
of the fall of Rome, 178 
—two cases of gunshot wounds resulting 
from unusually large missiles, 180* 
healing: 
—failure of surgical wound healing due to 
talc, 16* 
ZINC PEROXIDE 
—gas gangrene treated with sulfathiazole 
and zinc peroxide, 18* 
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